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HE close relationship of economic 

status and tuberculosis mortality 
has been documented by numerous stud- 
ies. In most of these, economic status 
has been defined in terms of broad oc- 
cupational classes. For example, the 
tuberculosis mortality rates of adult 
males in England and Wales in 1921- 
1923 were found to be as shown in 
Table 1. 


TABLE 1 
Adjusted Mortality Rates, Respiratory Tuber- 
culosis, Male Adults in Five Social Classes, 
England and Wales, 1921-1923 


Mortality Rate 
Occupational Class per 100,000 
I —Upper and middle 73.2 
II -—Intermediate 126.; 
I1I—Skilled Labor 146 
IV —Intermediate 150 
\ Unskilled labor 209.5 


In the United States, Britten? ana- 
lyzed tuberculosis mortality rates by 
occupational class in 10 states in 1930 
as shown in Table 2. 

Other studies defined economic status 
in terms of family income. For exam- 
ple, in Hamburg, Germany, in 1896- 
1900, the following data (Table 3) were 
obtained.8 


TABLE 


Adjusted Mortality Rates, Respiratory Tuber- 
culosis, Males, 15-64 Years of Age, in 10 
States, 1930, by Occupational Class 


Occupational Class 


Professional men 


Mortality Rate 
per 100,000, 
Respiratory 
Tuberculosis 


26 


Proprietors, managers and officials 43 


Clerks and kindred workers 
Skilled workers and 
Semiskilled workers 
Unskilled workers 


loremen 


All gainfully occupied 
Agricultural workers 


TABLE 


Mean Annual Mortality 


65 


102 
184 


46 


2 
3 


Rates Tuber 


from 


culosis per 100,000 Persons Classified At 


cordinig to Family 
Germany, 1896-1900 


Family Income in Marks 
900- 1,200 
1.200— 2.000 
2,000 
3.500 5.000 
5. 000-10.000 
10.000 


3.500 


000 


25,000-50.0% 


Income, 


Hamburg, 


Tuberculosis Mortality 
Rate per 100,00 
657 
559 


In the United States, Chapin found 


that in Providence, R. 


I., in 1865, the 


adjusted mortality rate from pulmonary 


tuberculosis among the 
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taxpayers was 139.7, as compared with 
a rate of 431.0 among the 44,080 non- 
taxpayers.* 

Green determined tuberculosis mor- 
tality rates in the census tracts of the 
Cleveland Five-City Area in 1928— 
1931, using equivalent monthly rentals 
as the measure of economic status, with 
results shown in Table 4.° 


TABLE 4 


Adjusted Tuberculosis Mortality Rates, White 
Population, Cleveland Five-City Area, 1928- 
1931, by Economic Area 


Tuberculosis Mortality 


Economic Area Rate per 100,000 (White) 


>} Lowest 127 
3 78 
4 74 
5 55 
6 48 
7 45 
8 34 
9 29 
10 26 
11 27 
12 22 
iat Highest 19 


One of the findings of the National 
Health Survey made in 1935-1936 was 
a well defined relationship between eco- 
nomic status and disability from tuber- 
culosis (Table 5).® 

As a result of these and similar studies 
it has become an accepted fact that oc- 
cupational class and economic status 
bear a definite relationship to tubercu- 
losis mortality as well as disability. Un- 
fortunately there has been little dis- 
position to probe further to determine 
which factor or factors in economic 
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TABLE 5 
Days of Disability per Person per Year from 
Tuberculosis, for Persons of All Ages, Ac- 
cording to Economic Status 
Days of Disability 
from Tuber: ulosis 
per Person per Year 
0.70 


Annual Family Income 
or Relief Status 
Relief 


Non-relief 
Under $1,000 0 
$1,000—$1,500 0 
$1,500-$2,000 0 
$2,000—$3 ,000 0 
$3,000 and over 0 


status or occupational class are respon- 
sible for the relationship. 

It is clear that several causes may be 
involved — overcrowding, bad housing, 
poor nutrition, overwork, increased ex- 
posure to infection, etc. It is extremely 
difficult to separate these factors, since 
the groups which have a low economic 
status generally tend to be unskilled 
laborers who have strenuous jobs and 
suffer from overcrowding, poor housing, 
and malnutrition. How then can a more 
refined analysis be obtained? 

One method is to compare urban and 
rural populations which have a similar 
status in terms of family income. The 
author is not familiar with any such 
study. However, the fact that Britten 
found the tuberculosis mortality rate to 
be only 46.5 among agricultural work- 
ers as compared with 87.5 among all 
gainfully occupied persons (Table 2) 
would tend to indicate that economi 
status per se is not the only determinant 
and that other factors related to urban 
living probably play a significant role. 

Another method which may be used 


TABLE 6 


Tuberculosis Mortality Rates by Age and Sex per 1,000 Persons in Copenhagen, Denmark, 
According to Broad Occupational Classes, 1865-1874 


All Ages 65 
20 & over 20- 25 35 45- 55 and 
Occupational Class Adjusted 24 34 44 54 4 over 
Males 
Professional, Salaried and Merchant Class 3.4 3.4 3.3 3.1 3.4 4.4 2.9 
Working Class 6.9 "4.3 4.5 6.0 8.8 13 10.6 
Females 
Professional, Salaried and Merchant Class 2.4 2.6 2.7 2.4 2.2 2.2 
Working Class 3.4 1.9 6 0 4 4.5 


20 
14 
1! 
08 


TUBERCULOSIS MORTALITY 


is to compare the tuberculosis mortality 

males and females in various eco- 
nomic classes. Data in Table 6 were 
obtained for Copenhagen, Denmark, for 
the vears 1865-1874." 


Ol 


i 


It will be noted that among adult 
males, the tuberculosis mortality rate 
is twice as high in the working class as 
in the professional, salaried, and mer- 
chant class. Among adult females, how- 
ever, the difference is not as marked; 
the rate in the working class is only 1) 
times as high as in the other classes. 

Green § studied the age- and sex-spe- 
cific tuberculosis mortality rates in 
Cleveland in 1928-1931 for two con- 
trasting economic areas—the Low Area, 
which consisted of a population of ap- 
proximately 100,000 living in census 
tracts having the lowest equivalent 
monthly rentals, and the High Area, 
consisting of a population of about 100,- 
000 living in census tracts having the 
highest rentals. He found that in the 


Low Area the male rate was quite simi- 
lar to the female rate up to age 25, after 


which the male rate was very markedly 
greater. In the High Area, on the 
other hand, the male and female rates 
were found to be quite similar through- 
out, both being much lower at all ages 
than was found to be the case in the 
Low Area. 

Sydenstricker compared age-specific 
tuberculosis mortality rates among males 
and females in urban and rural areas in 
nine states in 1908-1912 and among in- 
sured members of wage earners’ families 
in 1911-1916. He found that although 
there were some differences in the rates 
for adult females in the rural, urban, 
and insured wage earners’ families 
(highest in the wage earners’ families), 
these differences were fairly small. 
\mong adult males, however, there were 
very striking differences, with the rural 
rates considerably below the urban and 
these in turn considerably lower than 
the rates among insured wage earners. 
He concluded that: “ The rate for adult 


1063 


wage earning males, especially in middle 
age after they have been at work a num- 
ber of years, is in excess of that for any 
other group. The possibility that ‘ race ’ 
or, to put it more exactly, country of 
birth—per se was an important factor 
may be dismissed since females were 
largely of the same nationality as their 
husbands at the time covered by the 
statistics used. Yet wives, living in the 
same economic, social, and home en- 
vironment, did not die from the disease 
to nearly the extent that their wage 
earning husbands did. . . . It is not * con- 
ditions of life’ only, but also the par- 
ticular conditions constituting occupa- 
tional environment, which are respon- 
sible for the greater mortality rate 
among male wage earners in the prime of 
life in cities than among women in gen- 
eral or among men in other pursuits.” 

The present study of tuberculosis 
mortality in the city of Buffalo gives 
striking confirmation of Sydenstricker’s 
findings. Buffalo is an important indus- 
trial center, with large steel, auto, rail- 
road, grain, aircraft and electrical indus- 
tries. Its population in 1940 was 575.- 
901, of which 81 per cent were native 
white, 16 per cent foreign-born white, 
and 3 per cent non-white, mainly 
Negroes. 

The 1940 Census data on population 
and socio-economic characteristics of 
the 72 census tracts in Buffalo were 
used. The relative economic status of 
the population in each census tract was 
determined by combining four indices: 
median monthly rent, proportion of 
homes with central heating, proportion 
of homes with mechanical refrigeration, 
and median years of school completed. 
Statistical analyses made by the Buffalo 
Foundation have demonstrated that 
these factors are closely correlated, and 
that consideration of all four factors 
yields a more reliable measurement ot 
average income and economic conditions 
than the use of a single factor. 

The city was grouped into four quar 
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ters of approximately 145,000 popula- 
tion each on the basis of economic 
status. The classification of census tracts 
into the four economic quarters is shown 
on the map, Chart 1. Resident tuber- 
culosis deaths occurring during the three 
year period 1939-1941 were used to de- 
termine annual tuberculosis death rates 
by age, sex, and color for each of the 
four quarters as well as the city as a 
whole. 

Tuberculosis mortality by age, sex, 
and color for the City of Buffalo is 
shown in Table 7 and Chart 2. It will 
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be noted that there is a significantly 
higher male death rate after the third 
decade for both the white and non-white 
populations (the non-white population 
in Buffalo is almost entirely Negro). 
This finding is essentially consistent 
with the data obtained for all cities of 
over 100,000 population in the United 
States.!° 

Tuberculosis mortality rates by age 
and sex were calculated for the white 
population in each of the economic 
quarters. Similar comparisons for the 
non-white population could not be made 
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TABLE 7 
Tuberculosis Mortality by Age, Sex, and Color, Buffalo, 1939-1941 
Male Female 
Annual T bi innual Tb 
Popu- The deaths mortality rate Popu The deaths mortality rat 
lation 1939-1941 per 100,000 lation 1939-1941 per 100 
W hite 
18,152 5 9.2 17,711 l 
41,538 41,388 5 4 
48.520 35 24.0 51.520 69 44 
44,547 51 38.2 47.08 6 4¢ 
41,192 94 76.1 42.545 43 23 
39,855 150 125.5 37,968 23 
24,189 ) 12 . 24.314 24 
16,640 4 l 45] 
274.6 47 $7 
Non-Whi 
7 2.7 7 
1,541 4 l 7 14 
1,245 I 267.7 l l 
1,5 l 244 1.8 ] 
151 495 l 7 157 
1,295 12 8 
46 64 
134 7 $4 .¢ 14 
To 
18,87 7 12.4 15,4 l 
4 ) 6 4 78 ] 
46.048 62 48 891 
43.34% 1? 44.45 
$1,150 131 
4.655 101 136 7 
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because the non-white population in the nomic status for both sexes. After the 
two highest quarters is negligible. The third decade, however, there is a ver, 
results are shown in Tables 8 and 9 large difference in mortality among the 
and Charts 3 and 4. It is seen that be- males of the various economic groups, 
fore the third decade there is some dif- while there is only a moderate difference 
ference in tuberculosis mortality by eco- in mortality among females. 


TABLE 8 
Tuberculosis Mortality, White Male Population, by Economic Status and Age, Buffalo, 1930-104; 
Economic Quarter No. 1 (Highest) Economic Quarter No. 2 
Annual Tbe Annual Th 
Popu- The deaths mortality rate Popu- Thc deaths mortality rat, 
Age lation 1939-1941 per 190,000 Age lation 1939-1941 per 100,0 
Under 5 3,749 2 17.8 Under 5 4,334 0 0 
5-14 8,879 0 0 5-14 9,949 0 
15-24 9,643 6 20.7 15-24 11,166 
25-34 10,156 9 29.5 25-34 11,024 15 
35-44 11,179 14 41.7 35-44 10,853 14 
45-54 10,305 17 55.0 45-54 9,762 25 
55-64 6,201 9 48.4 55-64 5,914 21 
65 and over 4,621 5 36.7 65 and over 4,134 14 
Total 64,733 62 31.9 Total 67,136 93 
Economic Quarter No. 3 Economic Quarter No. 4 (Lowest 
Annual Tbe Annual I 
Popu- Thcdeaths mortality rate Popu- Thbcdeaths mortality r 
Age lation 1939-1941 per 100,000 Age lation 1939-1941 per 100 
Under 5 5,176 1 6.4 Under 5 4,893 2 3 
5-14 11,761 0 0 5-14 10,949 4 
15-24 13,791 21.8 15-24 13,920 16 
25-34 12,310 11 29.8 25-34 11,057 16 
35-44 10,526 31 98.2 35-44 8,634 35 
45-54 10,184 45 147.3 45-54 9,605 63 
55-64 6,443 29 150.0 55-64 5,630 33 
65 and over 4,583 15 109.1 65 and over 3,302 12 
Total 74,774 141 62.8 Total 67,990 181 
TABLE 9 


Tuberculosis Mortality, White Female Population, by Economic Status and Age, 
Buffalo, 1939-1941 


Economic Quarter No. 1 (Highest) Economic Quarter No. 2 
Annual Tbc Annual 1 
Popu- Thcdeaths mortality rate Popu- Thbcdeaths mortality 
ige lation 1939-1941 per 100,000 Age lation 1939~1941 per 100 
Under 5 3,734 2 17.8 Under 5 4,233 2 5 
5-14 8,760 0 0 5-14 9,940 1 
15-24 11,844 10 28.1 15-24 11,651 19 
25-34 12,446 16 42.8 25-34 11,666 14 
35-44 13,126 5 12.7 35-44 10,918 9 
45-54 11,311 3 8.8 45-54 9,621 6 
55-64 7,72 11 47.5 55-64 6,197 6 
65 and over 6,829 6 29.3 65 and over 5,111 3 
Total 75,774 53 23.3 Total 69,337 60 
Economic Quarter No. 3 Economic Quarter No. 4 (Lowest 
Annual Tbe Annual ] 
Popu- Thcdeaths mortality rate Popu- Thcdeaths mortality rat 
Age lation 1939-1941 per 100,000 Age lation 1939-1941 per 100,0 
Under 5 5,083 3 19.7 Under 5 4,671 6 42.8 
5-14 11,758 0 0 5-14 10,930 + 12.2 
15-24 13,968 14 33.4 15-24 14,057 26 61.7 
25-34 12,556 16 42.5 25-34 10,420 19 60.5 
35-44 10,617 16 50.2 35-44 7,883 13 
45-54 9,637 14 48.4 45-54 7,397 5 
55-64 6,492 3 15.4 55-64 3,903 a 
65 and over 5,613 7 41.6 65 and over 2,888 7 
otal 75,724 73 32.1 Total 62,149 84 
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CHART 3 - Tuberculosis Mortality Rates, White Males, by Economic Quarter - Buffalo, 1939-41 
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TABLE 10 


Adjusted Tuberculosis Mortality Rates of White Population by Sex, Major Age Groups, 
and Economic Status, Buffalo, 1939-1941 


Adjusted Tuberculosis Mortality Rates 
A. 


Sex and Economic Status Under 35 years 35 years and over Total 

Males 
Economic Quarter 1 (highest) 17.3 46.7 30.3 
2 17.0 80.9 45.4 
3 16.3 125.9 64.9 
4 (lowest) 31.1 172.4 93.8 

Females 
Economic Quarter 1 (highest) 23.9 20.8 22.6 
32.3 25.2 29 

3 25.8 41.5 32.7 
4 (lowest) 46.2 45.3 45.8 


The magnitude of these differences is 
indicated in Table 10, which gives the 
tuberculosis death rates below and 
above age 35, adjusted to the entire 
population of Buffalo as the standard 
population. It will be noted that below 
age 35, the tuberculosis mortality for 
both males and females in the lowest 
economic quarter is about double that 
in the highest quarter. Likewise, in fe- 
males age 35 and over, the mortality in 
the lowest economic quarter is a little 
more than double that in the highest 
quarter. But for males age 35 and over, 
the mortality in the lowest economic 
quarter is almost four times as great as 
in the highest quarter. 

The difference in tuberculosis mortal- 
ity between the highest and lowest eco- 
nomic quarters is statistically signifi- 
cant * for all groups, i.e., for males 35 
years and over, females 35 and over, 
males below 35, and females below 35. 
However, only in males 35 years and 
over are all the differences in mortality 
between each economic quarter and the 
next highest economic quarter statisti- 
cally significant. It is fair to conclude, 
therefore, that the differences in mor- 
tality for males 35 years and over among 
the different economic groups are sig- 
nificantly greater than for females in 
the same age classification. 


*A difference of two or more standard deviations 
was considered statistically significant. 


These data indicate that the high 
male mortality after age 35 is not merely 
a matter of economic status per se. Ii 
it were, the females in the lower eco- 
nomic groups should show a similar rise 
in mortality after age 35. It is reason- 
able to assume, therefore, that other 
factors associated with economic status, 
but more or less limited to males, are 
responsible for the differences found in 
the four economic groups of males after 
age 35. 

The most striking difference in the 
mode of life of adult men and women 
relates to occupational status. In Bui- 
falo in 1940, 62 per cent of the 226,704 
males age 14 years and over were em- 
ployed, while of the 235,587 females 
age 14 and over, only 23 per cent were 
employed and 55 per cent were engaged 
in housework in their own homes. Also, 
Table 11 shows that in 1940, 57 per cent 
of the employed males in the highest 
economic quarter in Buffalo were pro- 
fessional workers; semi-professional 
workers; proprietors, managers, and 
officials; and clerical, sales and kindred 
workers. Only 18 per cent of the em- 
ployed males in the lowest quarter were 
in these categories. On the other hand, 
50 per cent of the employed males in 
the lowest economic quarter were clas- 
sified in the 1940 census as operatives 
and laborers, as compared with only 17 
per cent in the highest quarter. 

There are several factors associated 


il 
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TABLE 11 


Occupational Status of Employed Males in Each of the Four Economic Quarters, 
Buffalo 1940 (U. S. Census) * 


Per cent of Total 

Professional ; Semi-Professional ; Proprietors, Managers, 

and Officials ; Clerical, Sales and Kindred Workers 

$7.3 
2 32.4 
3 26.3 
18.4 


Operatives 
and Laborers 
16.9 
31.7 
38.6 
49.5 


Economic Quarter 
1 (highest) 


4 (lowest) 


*Includes both whites and non-whites. 


with occupation which might be con- 
sidered to contribute to the differences 
found. It might be postulated, for ex- 
ample, that the higher tuberculosis mor- 
tality among adult men in the low in- 
come groups is due to their position as 
family breadwinners who are therefore 
more likely to postpone needed hospitali- 


zation than are women in the same 


strata. While this explanation appears 
reasonable, some doubt is cast on its 
validity by the fact that Sydenstricker 
discovered the phenomenon of dispro- 
portionately high tuberculosis mortality 


among adult wage earning males in 
1911-1916, when the sanatorium move- 
ment was in its infancy and hospitali- 
zation for tuberculosis could not there- 
fore be expected to play a significant 
role in reducing mortality. 

It is conceivable that silicosis may 
play some part in the differences found. 
While industry in Buffalo is for the 
most part apparently not of the charac- 
ter associated with silicosis, there is no 
definite information at this time con- 
cerning the extent of the hazard and the 
actual incidence of silicosis in the area. 

It is also possible that there are 
larger differences in extra-familial ex- 
posure to tuberculosis among males in 
the four economic groups than among 
females. This factor may play a definite 
role but is somewhat difficult to evaluate. 

A major consideration which may help 
explain the findings relates to the ad- 
verse effects of overexertion on patients 
with tuberculosis. Physical overstrain 


Data not available for whites only. 


is characteristic of the tasks of the un- 
skilled laborers who make up 50 per 
cent of the employed males in the low- 
est economic quarter of Buffalo and only 
17 per cent of employed males in the 
highest quarter. The importance of 
overexertion in the prognosis of tuber- 
culosis has long been recognized; it 
forms the basis for our therapeutic ap- 
proach to the disease; and in recent 
years has influenced greatly our think- 
ing with respect to rehabilitation. It 
has become very clear that a recovered 
tuberculosis patient cannot be returned 
to an occupation requiring strenuous 
physical exertion without running seri- 
ous risks of early breakdown and re- 
currence. The result has been an em- 
phasis on retraining patients for occu- 
pations requiring less physical exertion 
and on the development of sheltered 
workshops. It would appear logical 
therefore to suggest that physical over- 
strain plays an important role in the 
disproportionately high tuberculosis 
mortality among adult males in the 
lower income groups. 

It must be recognized however that 
this brief discussion of possible expla- 
nations for the high tuberculosis mortal- 
ity of low-income adult males is on a 
speculative level. The conditions of the 
study did not permit isolation of the in- 
dividual factors in order to determine 
their relative influence. 


SUMMARY AND CONCLUSIONS 
1. Numerous studies have shown the 


1069 


1070 


close correlation of occupational class 
and economic status with tuberculosis 
mortality and disability. 


2. Analysis of tuberculosis mortality 
by age, sex, and economic status in 
Buffalo, 1939-1941, indicates that the 
inverse correlation of economic status 
with tuberculosis mortality is greater 
for adult males than for adult females. 


3. It is concluded therefore that eco- 
nomic status per se is not the only fac- 
tor involved, but that conditions of oc- 
cupation probably have an important 
effect. Various aspects of occupational 
environment are discussed, and it is 
suggested that the factor of physical 
overstrain plays a significant role. 


4. It is recommended that similar 
studies be conducted in other cities to 
test the general validity of the findings, 
and that further studies be instituted 
to isolate the various factors, if possible, 
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in order to determine their relative jp. 
fluence on tuberculosis mortality. 
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TTEMPTS have been made for over 
50 years to relate the prevalence 
of rheumatic fever and rheumatic heart 
disease to climate and special types of 
living conditions. From an epidemio- 
logical standpoint these two environ- 
mental influences are closely associated, 
in that temperature, rainfall, and alti- 
tude, or so-called macro-climate,y are 
important factors in influencing the ex- 
tent to which people spend their time 
indoors, and these in turn influence 
crowding and spread of droplet infec- 
tion. On the other hand, the living con- 
ditions in which we are interested here 
refer to the immediate surroundings 
ff the individual, whether urban or 
rural, the environment within his home 
including dampness, crowding, food, and 
clothing. 
[he previous studies which have at- 
tempted to relate urban living conditions 
ith the prevalence of rheumatic fever 
are many and variable. They include 
those of Perry and Roberts in Bristol, 


Milbank Memorial Fund Fellow, 1946~—1947 
ed by a grant from the Life Insurance Medical 
1 Fund 
[he terms macro-climate and micro-climate have 
ised to designate ‘‘ epidemiological climates ” by 
n,* and have been attributed by him to Danis- 
According to their interpreta- 
macro-climate is climate in the ordinary meteoro- 
ense——temperature, rainfall, and altitude, 
eas micro-climate is the sum of the intimate 
gical and domiciliary conditions wherein a 
individual finds himself or herself. 


ewsk of Moscow 


England,” the British Medical Associa- 
tion in England,* Hedley in Philadel- 
phia,* Clark in Dublin, Ireland,® Mad- 
dox in New South Wales, Australia, 
and many others. Some of these studies 
have been summarized in a review on 
the general subject of the Epidemiol- 
ogy of Rheumatic Fever which appeared 
in 1943.7 The conclusions to be drawn 
from the summary of the literature at 
that time, which covered a series of ob- 
servations made over a period of per- 
haps 60 years, were, that along with 
other factors, environmental or living 
conditions do play a part in determining 
the prevalence of rheumatic fever. ‘Thus, 
evidence has been cited which supports 
the view that the prevalence of rheu- 
matic fever is higher in low income areas 
than in areas occupied by higher in- 
come groups and in urban than rural 
areas. It has also been thought that 
damp living quarters seem to furnish 
opportunity for the spread of the dis- 
ease, but this observation has not been 
corroborated by all who have attempted 
to evaluate its importance. Dietary de- 
ficiencies likewise have been considered 
by some as a predisposing factor in this 
disease. Since 1943 there have been a 
few new observations on this subject, 
notably those of the Wedums.* Their 
study again emphasized the importance 
of low income and crowding in the gene- 
sis of rheumatic fever. In general then, 
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it has been thought that crowded urban 
living conditions do represent the best 
setting in which rheumatic fever and 
streptococcosis may flourish.* In ac- 
cepting this view, however, it would 
seem that acutally none of the studies 
reported so far have proved conclusively 
the importance of crowding within an 
urban environment. 

In the present study an attempt has 
been made to meet this objection and to 
carry out observations which would be 
acceptable from a biostatistical point 
of view. The purpose has been to se- 
lect and examine comparable rural and 
urban populations from a single small 
area of the United States and to deter- 
mine as accurately as possible the rates 
for rheumatic heart disease in each pop- 
ulation. The primary assumption was 
that within this small area (the State of 
Connecticut), the variations of climate 
and altitude are not large enough to be 
significant, and so an answer to the first 
question can be properly sought; 
namely, can one demonstrate significant 
differences in the prevalence of rheu- 
matic heart disease between these two 
groups of children, one rural and the 
other urban, exposed to the same macro- 
climate but different micro-climates. 
Other questions to be answered are: 
what is the effect of living conditions 
within high and low rental areas in cit- 
ies, and what effect does crowding in 
the home have on the prevalence of 
rheumatic heart disease. And _ finally, 


* In this study it is recognized from the outset that 
the concept of rheumatic fever as a separate and 
specific clinical entity is no longer tenable, for such 
a close relationship has been established between 
rheumatic fever and infections of the upper respiratory 
tract due to the hemolytic streptococcus, that it is 
now obvious that the epidemiology and pathogenesis 
of both diseases are closely related. The general re- 
lationships between streptococcal infections of the 
upper respiratory tract and rheumatic fever will not be 
considered in this study. It will be assumed neverthe- 
less, that rheumatic fever is one of the manifestations 
of streptococcosis,? and that indefinite as the diag- 
nosis of rheumatic fever may be, it can be discussed 
as a clinical entity. Rheumatic heart disease, however, 
is a rather distinct clinical manifestation of the disease 
called rheumatic fever, and its prevalence can be 
measured. 


AMERICAN JOURNAL OF PuBLIC HEALTH 


Aug., 1948 


what is the familial incidence of rhey. 
matic fever and rheumatic heart disease 
in this geographical area? 


METHODS 

Previous surveys on the prevalence 
of rheumatic heart disease in school 
children have employed methods which 
were comparable to those used in this 
study. They include those of Paul, e 
al.” Paul and Dixon," Paul and 
Deutsch,'* the Wedums,* Sampson, 
et and Quinn."* 

A. Geographical area or locale—The 
survey was confined to the geographical 
limits of the State of Connecticut. 

B. Selection of age group to be ex- 
amined—Children of both sexes in the 
7th and 8th grades of Connecticut Pub- 
lic Schools only were included in the 
study. Their ages range from 11 through 
15, with the average around 13. This 
seemed to be an optimal age group for 
this study because the children already 
had passed the age at which rheumatic 
fever usually is acquired (7-10 years) 
and there had been an interval period 
during which they might develop recog- 
nizable rheumatic heart disease. 

C. Methods for selecting schools- 
The original plan was to select and ex- 
amine 1,000 rural and 1,000 urban 
schoo! children. Eventually a some- 
what larger group was selected. The 
representative sample of rural children 
was chosen from widely scattered areas 
throughout the state. Urban children 
were selected from the cities of Ansonia, 
Bridgeport, Hartford, and Waterbury. 
An effort was made to select adequate 
samples from the low, medium, and high 
rental areas of these cities. (For a com- 
plete description of these methods see 
the appendix. ) 

D. Organization—As soon as the in- 
dividual schools had been selected, let- 
ters explaining the survey and asking 
permission to carry out the study wert 
sent to the school superintendent, the 
school health officer (or city health de- 


nartment in some schools without school 
phys icians), the school nurse and prin- 
cipal. These letters were followed by a 
visit from the survey physician and so- 
cial worker to explain further the pur- 
pose of the survey and make arrange- 
ments for the examination place and 
date. 

Permission blanks for the patient’s 
signature were given to the school nurse 
for distribution. No child was exam- 
ined without the permission of the par- 
ents. Codperation between the nurses, 
teachers, principals, superintendents, 
and physicians proved to be excellent. 

E. Examinations—At the appointed 
time examinations were carried out in 
the most suitable place. In some coun- 
try schools, a section of the room was 
screened off and desks were pushed to- 
sether to serve aS an examining table. 
Whenever possible, the school nurse 
aided in the examination. When there 
was no school nurse, the social worker 
J.P.Q.) performed the nurse’s duties. 
Parents were invited to attend the ex- 
minations but did so in a small (less 
than 5) per cent of the examinations. 

Medical and social histories were 
taken by the social worker (J.P.Q.) and 
the medical history was taken in more 
etail by the physician in all cases 
of cardiac suspects, and in_ those 
who gave a history of previous rheu- 
matic fever, chorea, or any illness re- 

nbling rheumatic fever. After the 
istory taking, the child was examined. 
Screens were used to insure privacy, and 


gowns were furnished for the girls. The 
examination was confined to the cardio- 


All examinations were 
the same physician. 


vascular system, 
arried out by 
R.Q.) 
I. Determination of statistical sig- 
(Methods of selection of 
and statistical analyses were su- 
J.H.W.) The chi-square 
test was used throughout, to deter- 
the statistical significance of the 
bserved rates for rheumatic heart dis- 


nificance 
hools 
ervised by 


RHEUMATIC HEART DISEASE 


ease, potential heart disease, etc. The 
value of P, the probability correspond- 
ing to the computed chi-square was de- 
termined from a graph devised by the 
Department of Pharmacology, Yale 
University. Values of chi-square cor- 
responding to a probability of 0.05 or 
less were considered as indicating sig- 
nificant deviations from expectation. 

Reporting of cases—All cases of 
rheumatic heart disease, possible heart 
disease, congenital heart disease, and 
possible congenital heart disease, as well 
as children with a past history of rheu- 
matic fever were reported to the Divi- 
sion of Crippled Children of the Depart- 
ment of Health of the State of Connecti- 
cut. About half of the cases of rheu- 
matic heart disease had not been recog- 
nized previously. In this manner the 
study served as a valuable case finding 
measure. 


CRITERIA 

A. Diagnostic Criteria—The 
which were used to establish a diagnosis 
of rheumatic heart disease, unexplained 
murmurs, rheumatic fever, possible 
heart disease, and congenital heart dis- 
ease are described below. These diag- 
noses were based on single clinical ob- 
servations almost entirely, in that sup- 
plementary roentgenogr: aphic and elec- 
trocardiographic examinations were not 
done. An attempt was made to estimate 
the heart size of each child by measur- 
ing the point of maximum impulse and 
the relative cardiac dullness. 

Mitral insu fficiency—This 
was made in the presence of a rela- 
tively high-pitched, moderately loud to 


criteria 


diagnosis 


very loud, systolic, apical murmur be- 
ginning early in systole immediately 


after the first heart sound and transmit- 
ted to the left axilla. 

Mitral stenosis was considered to be 
present when a low-pitched, rumbling, 
soft, to moderately loud, diastolic api- 
cal murmur with or without presystolic 
accentuation was heard. The second 
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sound in the pulmonic area was accen- 
tuated. 

Aortic insufficiency was indicated by 
a rather soft, high-pitched, blowing, di- 
astolic murmur heard best along the 
left sternal border or over the sternum 
in the 3rd and 4th left interspaces. This 
murmur was heard best with the pa- 
tient’s breath held in expiration and the 
patient bent forward while in the sit- 
ting position. Increased pulse pressure, 
a collapsing (Corrigan) pulse, capillary 
pulsation, and pistol shot sounds over 
the femoral arteries were not always 
present, but helped to establish the di- 
agnosis when they were present. 

Unexplained or so-called functional 
murmurs were nearly always systolic in 
time. They were soft to moderately 
loud, heard most frequently at the base 
of the precordium in the pulmonic area, 
next most frequently medial to the apex, 
and least frequently along the left ster- 
nal border. The murmurs were well lo- 
calized and only slightly accentuated by 
exercise or change of posture. 

History of rheumatic fever—Children 
who gave a reasonably clear past history 
of rheumatic fever or chorea were clas- 
sified under the heading of “ History of 
Rheumatic Fever.” It was not often pos- 
sible to corroborate the accuracy of 
these histories by interviewing the child’s 
parents or physician and therefore the 
degree of accuracy of this classification 
is probably not high. 

Family history of rheumatic fever— 
A positive family history of rheumatic 
fever was recorded when there was a 
reasonably story of rheumatic 
fever, chorea, or rheumatic heart dis- 
ease in any of the child’s parents, sib- 
lings, aunts, uncles, or cousins. 

Congenital heart disease—It is often 
impossible to establish a correct anatomi- 
cal diagnosis in congenital heart dis- 
ease on the basis of physical findings 
alone; however, when the physical signs 
of congenital heart disease were clear- 
cut, the diagnosis was made. 


good 
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Possible heart disease—Certain cases 
have been classified as either possible 
congenital heart disease or possible rhev- 
matic heart disease, depending on the 
physical findings. 

B. Criteria for crowding within 
homes—The degree of crowding was de- 
termined on the basis of number of per- 
sons per room within each child’s home. 
Crowding was designated as existing in 
urban homes when there was less than 
one room per person; and in rural homes 
when the number of rooms was two less 
than the number of occupants. The de- 
cision to make this differentiation be- 
tween crowding in rural and urban 
homes was reached after interviewing 
the children, school nurses, and teach- 
ers, as well as personal observation of 
many of the rural homes. It was evi- 
dent that a family of nine living in a 
large eight room farm house was not 
crowded. Actually crowding is difficult 
to estimate and it is evident that both 
rural and urban children are exposed to 
crowding in varying degrees in their 
homes and sleeping quarters as well as 
elsewhere. Crowding in rural homes 
was probably more frequent than 
the figures indicate since it was observed 
that many rural families closed off part 
of their homes during winter months 
and lived in the few heated rooms: this 
practice makes for crowding regardless 
of the number of rooms in the home. It 
was also observed that the rural child 
is exposed to crowding when he rides 
in school buses or attends a one-room 
school house which is poorly ventilated 
in winter months. Many rural children 
attended consolidated schools which 
were similar to urban schools in ven- 
tilation and number of students pe! 
room. The urban child regardless of th 
rental area in which he lives is exposed 
to crowding in the schools, theaters, 
public conveyances, and school buses. 

Race—All the children were either 
white or Negro except in a single in 
stance of a Chinese child. No attempt 
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was made to classify them according to 
nationality groups. 


RESULTS 

The survey was begun in the first 
week of October, 1946, and completed 
during the second week of June, 1947. 
The survey team (R.Q. and J.P.Q.) 
travelled approximately 10,000 miles. 
Thirty-one hundred and forty-one chil- 
dren in the 7th and 8th grades were in- 
terviewed and examined—of this num- 
ber 1,092 were rural school children, 138 
semi-rural, and 1,911 urban. 

General Rates—A general compila- 
tion of data relating to the three groups 
of children (rural, semi-rural, and ur- 
ban) appears in Table 1. From this 
table it appears that the rheumatic 
heart disease rates are 1.6, 1.4, and 2.5 
per cent respectively, and it would seem 
that the prevalence of both rheumatic 
heart disease (2.5 per cent) and possible 
rheumatic heart disease (4.3 per cent) is 
higher in the urban than the rural group 
of children, but when the chi-square test 
was applied, these differences were not 
Statistically significant. 

Urban Rates—An attempt was made 
to analyze further the results of the ex- 
aminations of the urban children from 
the cities of Bridgeport, Hartford, Wa- 
terbury, and Ansonia. In the first three 
cities the rheumatic heart disease rates 
(average of 3 cities 2.13 per cent) did 
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not differ significantly; but a signif. 
cantiy higher rate was found in Ansonia 
(5.02 per cent). These data, shown jp 
Table 2 will be discussed later. Fo; 


TABLE 2 


Number and Per cent of Children with Rhey. 
matic Heart Disease Living in Ansonia. 
Compared with Children Living in Hartford. 
Bridgeport, and Waterbury 


+ R.H.D. 


— 
Observed 

City No. 

Ansonia 9 

Hartford, 

Bridgeport, 38 

+ Waterbury 

Total 4 Cities 47 


Rate NoR.H.D. Total 
5.02% 170 179 


2.13% 1,694 1,732 


2.45% 1,864 1,911 


chi-square = 5.43 
P = 0.021 significant 


this analysis the urban children were 
classified into three groups, namely, 
those living in low, medium, and high 
rental areas (Table 3). The rheumatic 
heart disease rates in these rental areas 
were 2.5, 2.7, and 1.4 per cent respec- 
tively, but the differences were not sta- 
tistically significant. In reference to 
this table, it should be pointed out that 
the degree of crowding increased mark- 
edly from the high rental areas to the 
low rental sections. The observed in- 
cidence of rheumatic heart disease and 
possible rheumatic heart disease and 
family history of rheumatic heart dis- 
ease tends to be higher in the low rental 


TABLE 4 


Observed Number and Per cent of Rheumatic Children Living in Crowded and Non-crowded 
Urban and Rural Homes 


+ R.F. or R.H.D 


- N 


Location of Home Obsvd. No Per cent R.F. or R.H.D. Total Chi-Square 


Urban 
Crowding 5.90 57 610 
No Crowding 5 3.92 1,301 
Total 87 1,911 
Rural 
Crowding 25 128 
No Crowding 33 3.42 964 
Total 3.75 1,092 
chi-square = 6.25 
P 0.044 


significant 


35 RHEUMATIC HEART DISEASE 


yreas, as opposed to the high rental 

up, but here again when these differ- 
ences are analyzed statistically, the 
variations are not significant. 

Crowding—In Table 4 is shown the 
effect of crowding on the number and 
ner cent of rheumatic children. The 
number of rheumatic children living in 
crowded homes, regardless of the rural 
or urban location of the home, was sig- 
nificantly higher than the number in 
non-¢ rowded homes. 


TABLE 5 


The percentage of children with unex- 
plained murmurs (approximately 30 
per cent) was similar among the rural, 
semi-rural, and urban groups of chil- 
dren. 

The relatively small 
children with congenital heart disease 
is in keeping with general pediatric ex- 
perience—rheumatic heart disease being 
by far the most common type of heart 
disease in children above the age of 5 
years. 


number of 18 


Anatomical Diagnoses in 67 Cases of Rheumatic Heart Disease (R.H.D 


Diagnosis 
Mitral Insufficiency 
Observed number 
Per cent of Total Number with R.H.D 
Aortic Insufficiency 
Observed number 


Per cent of Total Number with R.H.D 


Mitral Insufficiency and Stenosis 


Observed number 
Per cent of Total Number with R.H.D 


Aortic Insufficiency 


Observed number 
Per cent of Total Number with R.H.D 


Mitral and 


Mitral Stenosis and Aortic Insufficiency 


Observed number 


Total Number with R.H.D 


Per cent of 


Observed number 


ent of Total Number with R.H.D 


Among the 147 children with a posi- 
tive family history of rheumatic fever, 
12.9 per cent had a personal history of 
rheumatic fever or had evidence of rheu- 
matic heart disease, as compared with 
3.8 per cent among children with a 
negative familial history of rheumatic 
fever or rheumatic heart disease. This 
highly significant difference has been 
demonstrated by others many times. 

The anatomical diagnoses of the cases 
of rheumatic heart disease are recorded 
in Table 5. Mitral insufficiency was by 
lar the most common form of rheumatic 
heart disease. The difference between 
the per cent of males and females with 
rheumatic heart disease was not statis- 
tically significant. 


Male Female 7 otal 
33 20 5 
(49.3 (279.9) (79.1 
5 
(3.0) (4.5 (7.5 
(4.5 ) (7.5 
(4.5) 45 
l 
(1.5) (1.5 
42 6 
(62.7 l 


DISCUSSION 

The results of this study would indi- 
cate that rheumatic fever and rheumatic 
heart disease are common and wide- 
spread among Connecticut school chil- 
dren. One and six-tenths per cent rep- 
resents a close approximation to the true 
rheumatic heart rate for rural 
Connecticut School Children in the 7th 
and 8th grades within the confidence 
limits of 0.89 and 2.39. All that can be 
said of the urban rheumatic heart dis 
ease rate of 2.5 per cent is that it is 
the rate for a sample of children taken 
from the four cities of Ansonia, Bridge- 
port, Hartford, and Waterbury. Th: 
failure to find significant differences be- 
tween the rheumatic heart disease rates 
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for rural (1.6 per cent) and urban chil- 
dren (2.5 per cent), between the rates 
for children living in the low (2.5 per 
cent), medium (2.7 per cent), or high 
(1.4 per cent) urban rental areas, or 
even between the rates for rural chil- 
dren (1.6 per cent) and urban low 
rental area children (2.5 per cent) 
would suggest that the epidemiological 
factors which control the prevalence of 
rheumatic fever are today (in 1946- 
1947) common to both rural and urban 
Connecticut as well as to different rental 
areas in the four cities studied. These 
findings in general do not support the 
usual concept that the prevalence of 
rheumatic fever is highest in congested, 
low income urban areas. However, it 
should be pointed out that a larger num- 
ber of observations might have made 
the observed differences statistically sig- 
nificant. 

As shown in Table 2, the rheumatic 
heart disease rate for Ansonia, one of 
the cities chosen for study (5.02 per 
cent), was considerably higher than the 
observed rates for the other three cities 
(2.13 per cent). A similar high rate for 
Ansonia was found in a previous sur- 
vey in 1940.'* The reasons for this 
difference are not clear. It cannot be 
attributed to a higher familial incidence 
of rheumatic fever or a higher degree 
of crowding among the children exam- 
ined, or a higher rheumatic fever rate 
in the Ansonia group of children, be- 
cause the observed incidence of family 
history of rheumatic fever, crowding, 
and past history of rheumatic fever in 
the Ansonia group were not significantly 
different from the rates observed in the 
three larger cities. 

Although this study was not designed 
to investigate all possible epidemiologi- 
cal factors in rheumatic fever and rheu- 
matic heart disease in Connecticut, cer- 
tain observations on the effect of crowd- 
ing on these rates were made, and here, 
in contrast to the fact that differences 
in rheumatic heart disease rates between 
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urban versus rural environments, and 
between high and low rental areas are 
not significant, the effect of crowding 
within the home does appear to be 
significant. The data in Table 4 indj- 
cate that the number of rheumatic chil. 
dren (children with rheumatic heart 
disease or a history of rheumatic fever) 
living in crowded homes is significantly 
higher than the number of rheumatic 
children living in non-crowded homes, 
regardless of the rural or urban loca- 
tions of the home. These observations 
suggest that for rheumatic children the 
risk of contracting rheumatic fever was 
just as great in a crowded rural home 
as in a crowded urban home. On the 
other hand, crowding in the home was 
over three times as common in urban 
as in rural and semi-rural homes: in 
low rental area urban homes, crowding 
was twice as frequent as in medium 
rental area homes, and six times as com- 
mon as in high rental area homes; 
yet there was no significant difference 
in the rheumatic heart disease rates 
for children living in any of these 
areas. 

How can these differences be inter- 
preted? The data do support the idea 
that crowding within the home is related 
to an increased prevalence of rheumatic 
heart disease, and that environmental 
influences are important in determining 
its presence. These findings are in keep- 
ing with those of Perry and Roberts.’ 
Whether environmental, social, and eco- 
nomic conditions have changed, or for 
other reasons, these data do not support 
the statement based on data collected 
some 30 years ago that rheumatic fever 
is 30 times as common in industrial as 
in rural towns.’® Today, outside the 
home, the micro-climate in which a child 
lives is apparently much the same for 
all children, regardless of the rural or 
urban area in which they live. In this 
observation lies a possible explanation 
of the previously mentioned differ- 
ences. 
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SUMMARY AND CONCLUSIONS 

1. The results of a rheumatic heart 
disease survey of a sample of rural, semi- 
rural, and urban Connecticut school 
children have been presented in which 
analyses were made ‘for rates in urban 
versus rural areas, urban low rental 
areas versus high rental areas, and 
crowding versus absence of crowding. 

2. The rheumatic heart disease rate 
for the sample of rural children ex- 
amined was 1.6 per cent, for semi-rural 
children 1.4 per cent, and for the sample 
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of urban children living in the Connec- 
ticut cities of Ansonia, Bridgeport, Hart- 
ford, and Waterbury, it was 2.45 per 
cent. The differences between the rural, 
semi-rural, and urban rates are not sta- 
tistically significant. 

3. The rheumatic heart disease rate 
for children in one city—Ansonia—of 
5.02 per cent was significantly higher 
than the rural rate or combined rate 
found in Bridgeport, Hartford, and Wa- 
terbury. The reasons for these differ- 
ences are not known, but they are in 


TABLE 6 


Rural Counties, Towns, Number of Schools Included in the Survey, and 


Number of Children 


Examined 


County Town No. Schools No. Examined 
Hartford Burlington 48 
Hartford 19 
Granby 69 
East Granby 21 
157 
| held Woodbury l 50 
Harwington 42 
Washington 2 47 
Morris l 22 
Roxbury l 14 
175 
\ Fairfield Brookfield 1 36 
New Fairfield ! 33 
New Haver Southbury ! 52 
Oxford 3 34 
86 
liesex Westbrook 1 30 
Middlefield 47 
New London North Stonington l 30 
Ledyard 19 
Bozrah 16 
Lisbon 1 35 
Lebanon I 57 
157 
Windhan Ashford l 22 
Chaplin 17 
Woodstock 78 
117 
I nd Somers l > 
Ellington ; 59 
Andover l 24 
Columbia 4 25 
Coventry 87 
54 
Total 45 1.092 
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keeping with previously expressed ideas 
that this disease does flourish more in 
certain localized places than in others. 

4. The rheumatic heart disease rate 
for urban children living in low rental 
areas was 2.5 per cent, in medium rental 
areas 2.7 per cent, and in high rental 
areas it was 1.4 per cent. These differ- 
ences were not statistically significant 
and, furthermore, there was no signifi- 
cant difference between the rheumatic 
heart disease rate for low rental area ur- 
ban children and the similar rate for 
rural children. 

5. One feature which did stand out 
was the effect of crowding within the 
home which was apparently an impor- 
tant factor influencing the prevalence of 
rheumatic heart disease; the rate in 
crowded homes being almost twice that 
in non-crowded homes. 

6. The other findings of the survey 
failed to show significant differences, 
with the exception of familial history 
of rheumatic fever or rheumatic heart 
disease which was significantly higher 
among rheumatic children. 


APPENDIX 

1. Selection of sample of rural children— 

In estimating the size of the sample needed 
to make the study statistically valid, the fol- 
lowing conclusions were drawn: 

a. If 1,000 rural children were examined and 
the incidence of rheumatic heart disease was 
somewhere about 1.3 per cent (the rate 
from a previous rheumatic heart disease 
survey in rural Connecticut school children), 
then the true value in the population would 
be between 0.6 and 2.0 at the confidence 
level of 0.05. 

b. For the true population value to be within 
10 per cent of 1.3 per cent, 29,000 observa- 
tions would be needed at the same confi- 
dence level. 

. For the true population value to be within 
100 per cent of 1.3 per cent, ie., 0 to 2.6, 
290 observations would be needed at the 
same confidence level. 

Because of time and personnel limitations, 
it was decided to limit the sample of rural 
children to about 1,000. Actually, 1,092 rural 
children were examined, and 18 were found 
to have rheumatic heart disease (1.64 per 
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cent). The confidence limits were calculated 
as 0.89 and 2.39 by the usual method.15 
2.In order to secure a representative cross. 
section of the rural population, stratification 
by geographical areas throughout the state 
by counties was done. The towns and 
schools selected, and the number examined 
in each school are shown in Table 6. 
Accordingly selection of 81 minor divisions 
within the 8 Connecticut counties was made 
on the basis of “rurality” judged from the 
U. S. Census figures for 1940.17 In the towns 
selected over 25 per cent of the population 
were engaged in farming, and many more fam- 
ilies were living in the country although not 
actually engaged in farming. No towns with 
over 0.18 persons per acre were selected. 
3.Selection of a representative cross-section 
of the rural population within each county— 
a. Determination of the number to be drawn 
from each county: 

(1) Rural towns were classified by coun- 
ties. 

(2) The rural school population in each 
county was determined from data 
furnished by the State Board of 
Education. 


(3) These numbers of children were ex- 
pressed in percentages of the total 
rural population of the state. 

(4) The total sample size (1,000) was 


then multiplied by those percentages 
to give the sample needed from each 
county. 
b. Cluster sampling within each county was 

then carried out: 
(1) The number of rural schools in each 
county was obtained. 
(2) The 7th and 8th grade population m 
these schools was secured from local 
school superintendents. 
To obtain the average number of 7th 
and 8th grade pupils in each school 
in the county b(2) was divided by 
b(1). 
(4) To determine the number of schools 
necessary to select, the sample size 
a(4) was divided by b(3). 
(5) Selection of specific schools was done 
by random sampling, e.g., if 9 schools 
were necessary out of 34 schools— 
these schools were selected by use 0! 

random numbers. 

c. Selection of sample of urban children 
Three of Connecticut’s largest cities—Hart- 
ford, Waterbury, and Bridgeport—plus one 
smaller city, Ansonia, were chosen. An at- 
tempt was made to select schools within these 
cities which were representative of low, me- 
dium, and high rental areas. An arbitrary 
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division was made on the basis of average 
monthly rentals of $0-$29 for the low rental 
areas, $30-$69 for the medium group, and $70 
and over for the high rental group. This divi- 
jon into three rental areas was used as 3 
h guide to relative family income, housing, 
food and clothing budget, etc. Average 
monthly rentals were determined from Hous- 
ing Analytical Maps.** In addition, following 
examination, each child was located in the 
correct rental area by his address. This was 
accomplished through the combined use of the 
Housing Analytical Map and the city street 
cuide and map. This was not possible for An- 
sonia where a housing map or city street guide 
was not available. In this city children were 
placed in the correct rental area by data fur- 
nished by the school nurse supplemented by 
personal observation of each child’s home by 
the social worker. 
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The challenge of today’s. crisis is 
the most commanding which Western 
society has ever faced. We have always 
known that knowledge was a perilous 
possession, because it could equally well 
work in the wrong direction; but the 
knowledge that has been placed in the 
hands of this age is so supremely 
capable of misuse—and misuse could so 
easily reduce the hopes and monuments 
of men to drifting dust—that the im- 
pact of the challenge finds us confused, 
uncertain and fearful. 

“Like all frightened people every- 
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where and in all ages, our first reaction 
is physical force, and our instinctive 
faith is given to military power. Let 
us grant at once that in this unprece- 
dented crisis a measure of physical 
force is essential. We do not live in a 
utopia, and it would be suicidal to act 
as if we did. Equally suicidal, how- 
ever, is the assumption that the crisis 
can be met solely on the level of force, 
or that mechanisms, power and dollars 
constitute the essential elements of the 
solution.” Raymond B. Fosdick, Rock- 
efeller Foundation—A Review for 1947. 
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The Rheumatic Fever Community 
Program 


Its Value in the Epidemiological Study of Rheumatic Fever 
SUMMARY OF THE SYMPOSIUM * PREPARED BY THE MODERATOR 


DAVID D. RUTSTEIN, M.D., F.A.P.H.A. 


A’ THE Annual Meeting of the 
American Public Health Associa- 
tion in Cleveland, Ohio, November 13, 
1946, a symposium on the organization 
of community rheumatic fever programs 
was conducted.+ At that time it was 
pointed out that such a program would 
bring many benefits to a community. 
These include: (1) facilities for the pre- 
cise diagnosis of rheumatic fever, which 
are now sadly lacking throughout the 
country, the disease being as frequently 
overdiagnosed as it is underdiagnosed '; 
(2) facilities for the proper care of pa- 
tients suffering from rheumatic fever, in- 
cluding hospital beds for the care of 
acute patients, providing isolation from 
other patients suffering from hemolytic 
streptococcal infections, and convales- 
cent care for those with subacute dis- 
ease: (3) sulfonamide programs for the 
prevention of recurrent attacks of acute 
rheumatic fever; (4) a program for the 
prevention of subacute bacterial endo- 
carditis following tooth extraction or 
operation on the upper respiratory 
tract; (5) vocational training of young 


* The titles of the papers presented before the 
Annual Meeting are as foliows 

The Rheumatic 

Public 


Medical Social Follow-Up —- Florence I. Mosher 
Rheumatic Fever and the School Child — George M. Wheatley, M.D. 
Principles of the Epidemiology of Chronic Disease — Alexander D. Langmuir, M.D 


+ Participants in this symposium were Marjorie T. 
David D. Rutstein, M.D 
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American 


Fever Community Program 
Health Nursing in Rheumatic Fever 


Bellows, 


patients suffering from rheumatic heart 
disease so that such patients may be- 
come useful citizens instead of public 
charges. 

It was also pointed out at that time 
that these objectives could be attained 
by careful integration of community 
facilities, implemented by a rheumatic 
registry.” The practical problems to be 
faced in the organization of such pro- 
grams were stressed, but it was indi- 
cated that these are not insurmountable. 

The present (Atlantic City) session 
was organized to carry forward the con- 
cept of the community rheumatic fever 
program and to indicate its value as an 
epidemiological tool. This session cor- 
related the interests of representatives 
of the Sections on Epidemiology, Ma- 
ternal and Child Health, School Health 
and Vital Statistics, and was planned in 
cooperation with the American Council 
on Rheumatic Fever of the American 
Heart Association. 

Precise epidemiological data concern- 
ing rheumatic fever are difficult to ob- 
tain, for reasons which will become evi- 


Public Health Association at the Seventy-tith 


Charles A. R. Connor, M.D. 
Mary E. Parker, R.N. 


van Horn, M.D., Ruth E. Lynch, ane 
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dent as this symposium unfolds. The 
frst essential of an epidemiological 
study is the identification of individuals 
suffering ftom the disease. Dr. Charles 
A. R. Connor indicated that precise diag- 
nosis of acute rheumatic fever is ex- 
tremely difficult because heart murmurs 
of no significance occur in normal peo- 
ple and many of those suffering from 
the disease have an atypical course. 
Moreover, the exact etiology of the dis- 
ease is unknown and there is no specific 
diagnostic test. Diagnosis is usually de- 
pendent on the physician’s impression 
of a group of nonspecific symptoms and 
sighs. The best available criteria for 
diagnosis are the empirical ones estab- 
lished by T. Duckett Jones.* He dis- 
tinguished between major and minor 
symptoms and indicated that a diag- 
nosis of acute rheumatic fever may be 
made with relative certainty in the pres- 
ence of two major findings or one major 
and two or more minor symptoms. 
Precise diagnosis is difficult to obtain 
on a community-wide basis without the 
diagnostic facilities available in a com- 
munity program. The existence of a 
community program will, therefore, 
make it possible for the epidemiologist 
to obtain reliable information concern- 
ing the existence of disease in the com- 
munity and will make it possible for 
him td secure that information needed 
for the study of rheumatic fever. 
Another essential for epidemiologic 
study, provided by the community pro- 
gram, is adequate follow-up of those 
suffering from this disease or those in 
whom a definite diagnosis has not been 
established. In a community where a 
theumatic registry has been established, 
this can be provided by the codperative 
efforts of the public health nurse and 
the medical-social worker. 
loo often nurses and medical-social 
workers have concerned themselves with 
the question of invasion of the rights 
one profession by the other, rather 
than the codperative activity of the two 
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professions. This is particularly impor- 
tant in the community rheumatic fever 
program, because in certain parts of the 
United States services are prov ided by 
medical-social workers which in other 
areas are provided by public health 
nurses. In particular, urban services are 
more likely to be provided by medical- 
social workers and rural services by pub- 
lic health nurses. 

In the New York State program, it 
was possible to establish a codperative 
working relationship between the public 
health nurse and the medical-social 
worker. This experience may well pro- 
vide the basis for codéperative working 
relationships elsewhere. The plan was 
worked out in a relatively rural area 
where a generalized public health nurse 
system existed and where the role of the 
medical-social worker was that of con- 
sultant, adviser, and educator. Those 
particularly interested in this problem 
may read the details of this relationship 
in the summaries of the papers presented 


by Mary E. Parker and Florence I. 
Mosher in Appendix a 
Dr. George M. Wheatley indicated 


that the school medical service is im- 
portant in the community program be- 
cause rheumatic fever causes more 
deaths than any other disease in chil- 
dren of school age, first attacks usually 
occurring in this age group, and because 
it is the most useful screening agency in 
case finding. 

To aid school health authorities in de- 
veloping a more rational approach in the 
control of disease, it was proposed that: 
(1) the school medical examination be 
improved to aid in more accurate rec- 
ognition and supervision of rheumatic 
children; (2) more emphasis be placed 
on referral by teachers and nurses of 
pupils believed to be below-par for 
medical review; (3) less emphasis be 
placed on restricting the physical ac- 
tivity of rheumatic children, and more 
attention given to daily observations 
of pupils for signs or conditions sug- 
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gestive of rheumatic disease; (4) there 
be available to school health services 
and the practitioners diagnostic and con- 
sultation services; (5) these services be 
developed in coéperation with, and by 
utilization of, existing medical and 
public health resources in the com- 
munity. 

Dr. Alexander D. Langmuir outlined 
the principles of the epidemiology of 
chronic disease as they apply to rheu- 
matic fever. He indicated that the prin- 
ciples of epidemiology were first estab- 
lished through studies of recognized 
clinical cases of acute epidemic disease 
and that such principles have been ap- 
plied to chronic diseases, particularly 
tuberculosis. He stressed the impor- 
tance of not disregarding the applica- 
tion of such general principles to the 
solution of new problems. For example, 
problems which have been satisfactorily 
solved in tuberculosis programs have 
been approached, as far as rheumatic 
fever is concerned, as if they were en- 
tirely new problems. This lack of aware- 
ness has handicapped the development 
of rheumatic fever programs throughout 
this country. 

1dr. Langmuir further discussed the 
application of the epidemiologic method 
as exemplified by the studies of John 
Snow on cholera, and indicated that Dr. 
Snow, a Clinical investigator, had the 
wisdom to support his clinical observa- 
tions by the use of epidemiologic tech- 
niques which firmly established the prin- 
ciples which govern the transmission of 
this infectious disease. The added diffi- 
culties in the study of chronic disease 
were then pointed out, with particular 
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reference to: (1) the need for long-time 
follow-up; (2) the difficulty in the de- 
termination of incidence rates; (3) the 
use of discovery rates, prevalence ratios, 
person-years analyses and modified life 
table procedures; and (4) the problem 
of the index case. In spite of difficulties 
in diagnosis and evaluation of vital sta- 
tistics, it was indicated that a pattern 
has been slowly emerging which will 
provide the basis for the explanation of 
the epidemiology of this disease, and 
that this has been furthered by the study 
of epidemics of rheumatic fever in closed 
population groups. It was emphasized 
that there was also a need for intensive 
studies in communities where a rhev- 
matic register (see Appendix II) pro- 
vides an accurate count and a continuity 
of observation on all cases, occurring 
and recurring through the years, in pop- 
ulations that are well defined and meas- 
urable. 

In the discussion which followed, Miss 
Jean Downes emphasized the need for 
the qualitative as well as the quantita- 
tive study of chronic disease; Dr 
Thomas D. Dublin pointed out that 
while the community rheumatic fever 
program would make epidemiologic stud- 
ies possible, good epidemiologic studies 
are prerequisite for the development oi 
sound community programs; Dr. Rich- 
ard Hodges indicated the need for con- 
trol studies in broad, unselected popula- 
tion groups; and Dr. Samuel M. Wichik 
emphasized the value of a school health 
program in providing continuous med- 
ical observation of those afflicted with 
rheumatic fever or rheumatic heart 
disease. 
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APPENDIX [| 


Public Health Nursing in Rheumatic Fever 


Mary E. Parker, R.N. 
{ssistant Director, Division of Public Health Nursing, New York State 
Department of Health, Albany, N.Y. 


Public health nurses have always given care 
tients with rheumatic fever, but adequate 
complete service is very difficult, and well 

impossible unless essential information 
as a definite diagnosis and specific ree- 
mmendation is readily available to them 

In 1942, a diagnostic and consultation car- 
clinic for patients under 21 years of age 
established in a rural area in Upstate New 

York. In connection with this, a follow-up 


tem to insure adequate nursing service 
deve loped 
The cardiac clinic serves three counties, 


f which have well established generalized 
jlic health nursing services and school nurs- 
rvices. The generalized public health 
service in each county is responsible 
nursing follow-up. In addition to assist- 
the diagnostic and consultation clinic, 
iblic health nurses are responsible for 
‘ing with the school nurses, social agen- 
ind others in the community concerned 
the care of the cardiac child. In fact, 
act as liaison between the local physi- 
nurses, the social 
families, and the cardiac clinic. 

In preparation for taking on the follow-up 
se patients, all public health nurses in 
nurses, were 
rheumatic 


the school agencies, 


1, including the school 


i series of six lectures on 
At that time, a 
vas conducted in one of the state-owned 
tals, and the nurses were given an op- 
tunity to observe the management of rheu- 
tic fever patients, including medical and 
sing care, education, occupational therapy, 
reation and social service. Opportunity 
further learning is furnished at the car- 

ic clinic. 
\t the clinic, the supervising public health 
irse in the county in in which the clinic is 
cated is responsible for the management 
the clinic and for the supervision of the 
blic health nurses, the secretary, and the 
lunteers. An attempt is made to rotate 
the public health nurses assisting at clinic so 
that all will have an opportunity to learn more 
‘bout the management of the child with 
rheumatic fever and rheumatic heart disease. 


convalescent cardiac 


The school nurses are encouraged to attend 
clinic and frequently do so when children 
known to them are being examined. 

All patients must be referred by a local 
physician. If a public health nurse finds a 
patient with symptoms suspicious of rheu- 
matic fever, she must refer the patient to his 
own physician. Only if he requests consulta- 
tion can the nurse make an appointment at 
clinic. 

When a patient is seen at clinic, a report 
of the findings and recommendations is sent 
to the referring physician. The referring 
physician is advised that the local public 
health nurse will communicate with him and 
will give him any assistance she can in the 
follow-up of the patient. If a definite diag- 
nosis of rheumatic fever is made, the refer- 
ring physician may request the clinic to pro 
vide further consultation in regard to treat- 
ment. This is done with the understanding that 
he will provide interim care. In almost ail 
instances where a definite diagnosis is made, 
this service is requested and the nurse reports 
to the clinic physician as well as to the refer- 
ring physician 

Home visits are made by the public health 
nurse after she has conferred with the family 
physician 

The public health 
helping the family to establish a desirable en- 
vironment for the child 
disease. The relationship between streptococ- 
cal infections and rheumatic must 
kept in mind constantly in helping to make 
any plan for care. What the nurse teaches the 
family and what help she gives will depend 
upon whether the child has active rheumatic 
fever, is convalescing from an attack of rheu- 
matic fever, or has completely recovered to 
the extent that he can live a normal life. In 
any particular case, the assistance the nurse 
gives will depend largely upon the specific 
recommendations made by the physician. 

A report of the items recommended by the 
clinic physician may help to give some idea 
of the nurses’ job in follow-up. The records 
of 80 patients with a definite diagnosis of 
rheumatic disease were examined. Records 


nurse is responsible for 


who has rheumatic 


lever 
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of patients with questionable heart disease 
and congenital heart disease were not included 
(although the public health nurses gave service 
to children with congenital heart disease). 

In 23 different recommendations occurring 
a total of 169 times on 80 patients, 28 per 
cent were concerned with activity of the am- 
bulatory patient; 26 per cent with diet; 10 per 
cent with bed rest (one-half for active rheu- 
matic fever); 5 per cent with dental care; 4 
per cent with avoidance of U.R.I.; 9 per cent 
with investigation of other conditions; 2 per 
cent with psychiatric examination; 2 per cent 
with foster home and convalescent care; 2 
per cent with home teaching and school trans- 
portation; and 12 per cent miscellaneous 
items. 

A great deal of emphasis is placed upon the 
more dramatic aspects of care—the care 
needed during an acute attack of rheumatic 
fever. Yet, in this particular group of chil- 
dren, it appears that the. bulk of the public 
health nurse’s work is helping to provide serv- 
ice which is a part of good child hygiene. This 
is the kind of care that these patients need 
most of the time. Only occasionally are spe- 
cial care and special service needed. It is esti- 
mated that in this group only about 5 per 
cent of the children need special care, such as 
hospital or convalescent care, at any one time. 
The importance of providing adequate serv- 
ices needed during an acute episode of the 
disease cannot be over-emphasized, but I 
think we need to give more thought to im- 
proving the nursing services these children 
need while they are well. 

In addition to carrying out specific recom- 
mendations on individual patients, the pub- 
lic health nurses have the same functions as 
they do in any other public health program— 
namely, case finding, assistance in obtaining 
medical care, providing nursing care and as- 
sistance to the family in obtaining any other 
services necessary to the rehabilitation of the 
patient. The public health nurse is not ex- 
pected to be able to provide all services— 
in fact, she is not equipped to—but she is ex- 
pected to be aware of the need for them and 
to help the family obtain them from the ap- 
propriate community agency by codperative 
activity with the medical-social worker. These 
services include education, vocational guidance, 
rehabilitation and _ social services—all of 
which are provided by agencies other than 
the health department. 

In connection with social services, a plan 
was developed to provide consultation to the 
public health nurses by a medical-social worker 
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employed by the State Department of Health. 
When a public health nurse found a socia} 
problem, she referred it to the consultan 
medical-social worker for advice. Sometimes 
a conference was all that was indicated: 
other times, it was necessary to atrange 2 
meeting with the local social agency to out- 
line a plan for the family; and occasionally 
it was necessary for the medical-social worker 
to visit the home with the public health nurse 
before a decision could be reached. This plan 
is recorded in the past tense because for the 
last two years consultation service has not 
been available. During the time that it was. 
9 per cent of the cases carried by the public 
health nurses were cases that presented serious 
social problems on which the nurses needed 
assistance. This figure does not include situ- 
ations in which the problem was merely one 
of securing help from an agency to supple- 
ment an inadequate diet or to provide funds 
for hospital or convalescent care. It also fails 
to indicate the assistance given to nurses by 
the medical-social worker in staff education 
programs and in staff conferences. So popu- 
lar was this service that the scope of consul- 
tation expanded to include problems of a 
social nature encountered by the public health 
nurses in all of the patients under their super- 
vision regardless of the diagnosis. 

If follow-up is to work effectively, it is 
necessary to keep everyone informed about 
what is happening to the patient at all times 
A system of reporting has been set up whereby 
the clinic physician has a complete report o! 
the patient’s progress between clinic visits, 
and the nurse is kept informed of the 
physical findings and the recommenda- 
tions. Only one record form is used for this 
and is shuttled back and forth between the 
clinic and the public health nurse. The re- 
ferring physician receives a report each time 
a patient under his care is examined at clinic 
and he is also given a report of the visits by 
the public health nurse 

Any follow-up system, if it is to result in 
adequate service to the patient, must provide 
for a method of coérdinating the work of the 
agencies giving services needed by the rheu- 
matic fever patient. Included in this are 
hospitals, convalescent homes, clinics, pri- 
vate physicians, public health agencies, social 
agencies, educational and __ rehabilitation 
services. 

Unless there be a coérdinated plan for care, 
the public health nurses will have difficulty 
in carrying out their responsibilities in 4 
rheumatic fever program. 


RHEUMATIC FEVER 


1087 


Medical Social Follow-Up 


FLORENCE I. MosHER 


Medical Social Consultant, Association for the Aid of Crippled Children, 
New York, N.Y. 


With the broadening of public health pro- 
crams and the development of medical care 
programs on national, state, and local levels, 
the scope of medical-social service has widened. 
The fundamental responsibility of meeting 
social needs remains the same, but the appli- 
cation of principles and techniques is related 
to medical care for a large number of patients. 
In many of these programs, a medical-social 
worker functions as a consultant and does not 
duplicate the services of social workers in 
other social agencies, of hospital social work- 
ers or public health nurses. She assists the 
administrative personnel in program planning 
to insure consideration of social factors perti- 
nent to the provision of medical care; gives 
consultation services to the staff on individual 
ind group problems that have social implica- 
tions; promotes the development of codpera- 
tive working relationships with community 
agencies in the fields of welfare, education, 
rehabilitation, recreation, hospital social serv- 
ice and convalescent care, so that their serv- 
ices may be utilized to the utmost in meeting 
needs related to illness, medical care, and posi- 
tive health for the community. 

There are frequent references in medical 
literature to the similarity of the problems 
ind the management of tuberculosis and rheu- 
matic fever. Community organization pro- 
grams for tuberculosis have been suggested 
is guides for the development of similar pro- 
grams for rheumatic fever.5 About one year 
ago, the U. S. Public Health Service sent out 
a publication entitled “ Medical Social Service 
in Tuberculosis Control ” ® which discusses the 
functions of the medical-social worker in that 
program. There is a striking similarity be- 
tween the described activities in that pamphlet 
and the pattern of medical-social service de- 
veloped a few years ago as a part of the pro- 
gram of the Cardiac Bureau in the New York 
State Department of Health. A cardiac serv- 
ice for the care of children with rheumatic 
lever was established at the New York State 
Reconstruction Home and has been described 
in the paper given by Miss Parker. The basic 
philosophy of medical-social service programs 
can be applied to a rheumatic fever com- 
munity program, as outlined by David D. Rut- 
stein’ in a paper read at a symposium on 


“ Rheumatic Fever,” and by the Public Affairs 
Pamphlet * on rheumatic fever. 

The medical-social worker functioned as a 
consultant and gave direct case work services 
when referrals were made by the public health 
nurse or doctor and there were no community 
resources available to give such services. She 
was responsible for compiling data about the 
community agencies which provide social serv- 
ices for that area. In instances of duplication 
of agency programs, she assisted in promoting 
the realignment of their services. The medical- 
social consultant helped with the development 
of codperative working agreements with agen- 
cies. Through her liaison activities, she 
strengthened the integration of agency services 
toward the maintenance of a well rounded 
program. She was able to indicate need of 
new resources as she became aware of unmet 
community needs as well as to help improve 
existing facilities. 

In the diagnostic clinic, the medical-social 
worker acted as a consultant to other staff 
members. She assumed direct case work re- 
sponsibility when requested by physician and 
public health nurse and when facilities were 
not available in the community. One of her 
major functions was the uncovering, evaluat- 
ing, and assisting in the adjustment of emo- 
tional fears, economic stresses, and social prob- 
lems that prevent acceptance of diagnosis and 
recommended treatment. Whenever several 
members of the medical team were concerned 
with a complicated social situation on the 
same case, there was a conference and agree- 
ment upon the responsibility each would carry 
When a health problem was predominant, the 
public health nurse assumed the leadership 
When there were both health and social fac- 
tors, the case was carried by the public health 
nurse with consultation from the medical-social 
worker. If the social 
nant, case work services were requested from 
the proper community agency. Joint confer- 
ences of public health nurse, medical-social 
worker, and agency representative insured 
good planning and services for the patient 
and his family. 

In the rheumatic fever community program, 
the medical-social worker assisted in the de 
velopment of standards to be used for deter 
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mination of the ability of parents to partici- 
pate in financial arrangements for medical 
care which would permit the maintenance of 
a reasonable standard of living and help retain 
a stable family unit. Interpretation of the ill- 
ness and the medical recommendations to 
welfare departments helped them to recognize 
the need for providing medical care for rheu- 
matic fever patients without penalizing the 
family who can manage to meet their current 
expenses. Because of the chronicity of the 
disease and with long-time bed rest the only 
effective treatment, it was imperative that 
the family maintain good living conditions 
and emotional balance. 

Since the acute rheumatic fever patient may 
be hospitalized, there was close coéperation 
with the hospital medical-social worker. In 
order to have good continuity of care, there 
was interchange of medical and social data 
between agencies providing services for the 
patient and his family. While he was in the 
hospital, unfavorable home conditions were 
adjusted if possible. 

When the rheumatic fever patient was ready 
to leave the hospital, the physician, public 
health nursing consultant, medical-social con- 
sultant, and hospital personnel worked out a 
plan of convalescent care that was determined 
by the total situation. If the patient’s home 
were unsatisfactory due to substandard hous- 
ing or emotional factors, his placement in 2 
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cardiac unit or a foster home was decided on 
the basis of his needs. Educational, recre. 
tional, and vocational services were also im- 
portant at this time. 

When the patient returned home, the public 
health nurse gave follow-up service with the 
medical-social consultant giving consultation 
service when needed. It was necessary, from 
time to time, for the nurse and medical-socia| 
worker to have joint conferences with welfare 
or other agencies for better understanding oj 
the total family situation and to reach an 
agreement regarding services the respective 
agencies were to provide for the patient 
and his family with emphasis on alleviation 
of factors that cause recurrence of the 
disease. 

Although the opportunity was not provide 
in this program, a medical-social worker can 
function effectively in social research relating 
to community health and medical care pro- 
grams. In a rheumatic fever community pro- 
gram, she cuuld have ample opportunity to col- 
lect data regarding the effects of inadequate 
housing, income, diet, and psychologic factors 
Further data could be obtained regarding the 
greater number of recurrences occurring when 
a child convalesces in his own home. Studies 
might disprove this statement if all needed 
services were available and a well rounded 
program could be provided for the patient 
and his family while he remained at home 


APPENDIX Il 


The Registry in the Community Rheumatic Fever Program 


Maryorre T. F.A.P.H.A. 
Statistician, American Heart Association, New York, N. Y. 


The primary function of a register is to im- 
plement with specific mechanical procedures 
the program of service to rheumatic patients. 
There are, however, certain prerequisites of a 
program which are particularly essential to the 
development of a register. First, there must 
be agreement by the medical profession and 
all agencies to centralize responsibility for in- 
tegration of the program. This discussion is 
based on the assumption that there is a cen- 
tral agency from which procedures governing 
the entire program can emanate and where 
the register which controls such procedures 
can be located. A second essential condition 
is that there be accepted standards and cri- 
teria for adequate service. Such criteria have 


been set up for cardiac clinics, but there shou'd 
be similar guides for appraising the quality 
and adequacy of all services and facilities 
There should also be minimum standards for 
the frequency and kind of care and follow 
up required by each type of patient to be in- 
cluded in the program. 

The obvious first procedural step in institut 
ing a program is to survey all community re- 
sources in order to appraise existing facilities 
as to volume and quality and to determine 
which groups of the population are receiving 
care and the effectiveness with which they are 
served. Such an appraisal of resources makes 
it possible to discover where existing services 
are inadequate and where overlapping and 


.tion occur. On the basis of this infor- 
it will be possible to outline a pro- 
ran which will utilize fully both existing 
ilities and whatever supplemental service 
made available. 
The next step in organizing a program is to 
continuing checks to see that specific 
ahiectives are being carried out. This means, 
that there be available a perpetual in- 
ttorv of facilities and, second, that there be 
aut matic checks to see that every patient is 
vetting the service intended. A resource file is 
ggested as a possible mechanism for main- 
taining current information regarding facilities 
ind services. A case registry is the device 
vhich has been found in other chronic disease 
rams to be essential for case management. 
Both may originate in a community survey 
both can be maintained by a system of 
tine reporting and regular follow-up. 


RESOURCE FILE 
fhe resource file is essentially a device for 
showing the volume of facilities available to 
out the objectives of the program. In 
lier communities where treatment, care, 
follow-up agencies are few in number, it 
ight not assume quite as much formality as 
s implied in its name, but, in all communities, 
should be an organized method for ob- 
answers to very important questions 
hich relate to program planning and case 
ral. Certain facts which should be easily 


tainable from the resource file can be listed 


] 


llows 
1. The and 


juality 


capacity of existing facilities 
as measured by accepted stand- 


rhe extent to which these facilities are 
utilized (for example, the number of 
nts being served annually by each agency). 
the central integrating agency might 
mpt to keep current information as to the 
nbers and locations of vacancies for such 
as beds for acute care. It might prove 
however, in large metropolitan areas 
t ep such information current. 
rhe economic selectivity of existing facili- 
in other words, the resource file should 
ly data showing how much service is avail- 
e to patients who are able to pay for it 
ind how much to patients regardless of their 


financial 


Ideally, 


icilities 


difficult, 


Status. 

Such an analysis of resources will be de- 
rived, in the first place, from a survey. It 
can be maintained by a combination of peri- 
odic reports to the integrating agency and 
lollow-up procedures in the field. 

rhe initial survey will require careful plan- 
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ning to see that all agencies which are con- 
cerned in any way with rheumatic patients are 
included. As in all surveys, there must be 
prepared forms specifying exactly what in- 
formation is desired. Such forms should he 
sent out at approximately the same time and 
followed up to make certain that the survey 
is complete. Maintenance of the file requires 
reporting forms, regulations for reporting, 
and follow-up. Special summary sheets or 
tabulation forms should be devised so that 
information may be tabulated regularly and 
summaries compiled whenever they are re- 
quired. This describes, in general terms, what 
should be done, but field experimentation 
should result in detailed forms and directions 
or manuals of procedure for setting up and 
maintaining a resource file 

CASE REGISTER 

The case register is a file of summary cards 
one for each individual who requires service 
rheumatic program. It is a 
on a case basis, of all services in 


under the fever 
cross-index, 
the resource file, in that it shows for every 
patient, the persons or agencies who are giving 
service. It also shows for each patient his 
current diagnostic, therapeutic, and functional 
classification; where he is located; his occu- 
pational or school status; and who is respon- 
sible for his care. These are minimum require- 
ments and, depending on the program, other 
items may also be required 

The functions which a 
serve are as follows 


case register can 

1. It is an index of all known cases. Newly 
reported cases can be checked in this file as a 
first step in verification of diagnoses and to 
find out whether or not they have had pre- 
vious treatment and, if so, where and from 
whom. 

2. It makes available in one place, to any 
agency concerned, a means of locating all 
existing detailed information on a specific case. 

3. It can show where duplications of serv- 
ice are occurring and eliminate overlapping of 
service. 

4. It provides, at a focal point, enough in- 
formation for an individual reveal 
deficiencies in care or supervision. 

5. It can serve as a mechanical device for 
directing follow-up activities. Cards can be 
flagged to show automatically which cases 
need some sort of follow-up and by whom. 

6. It will provide statistical data which 
will aid in developing and planning the over- 
all program and help in evaluating the effec- 
tiveness of the program. 


case to 


As to information to be included on the 
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individual register card and how it may be 
obtained, this depends, to a large extent, upon 
the program itself. For purposes of this dis- 
cussion, it will be assumed (1) that the pro- 
gram includes some system of case reporting 
into the register which will provide a source 
of information as to the location of new cases; 
(2) that there are criteria established for ac- 
ceptable diagnoses and provision for verifica- 
tion of those that are not acceptable; (3) that 
every case will be followed up immediately 
after first report by field personnel; (4) that 
there is some system of interim reporting on 
admission to and discharge from service by all 
agencies concerned in order to keep case in- 
formation current; (5) that there is routine 
follow-up of cases who have not been reported 
on for certain periods of time as an additional 
procedure to maintain currency of informa- 
tion. Indeed, unless these five conditions are 
met, the wisdom of setting up a community 
register might be seriously questioned. 

The initial report will supply basic identify- 
ing data such as name of patient, name of 
parents or guardian, address, age, sex, color, 
marital status, and present location, together 
with the diagnosis at time of first report, the 
reporting agency, and date of report. This is 
the kind of information ordinarily included on 
forms for reportable diseases and represents 
about the maximum that can be required or 
relied upon from an initial report. 

Previous history of rheumatic fever (with 
dates), occupational or school status, and agen- 
cies at present giving care should be obtained 
through some form of follow-up such as a 
nursing home visit or letter to the physician. 

Follow-up data showing, with dates, most 
recent diagnosis, present location of patient, 
agency at present responsible for medical su- 
pervision, other agencies giving advice, and 
current occupational and school status, should 
be obtained from interim reports and can be 
recorded on the register card in table form 
chronologically as reports come in. In the 
absence of such interim reports, provision 
should be made for some kind of periodic 
check with the agency responsible for super- 
vision to keep information on each case rea- 
sonably current. 

The register may be set up initially either 
by surveying all agencies who may have re- 
sponsibility for patients and abstracting case 
records, or by building it gradually from rou- 
tine case reports. Since in the latter case it is 
difficult to know when or if the register is 
complete unless a check survey is made, it 
seems as if a case survey made at the same 
time as the resources survey is preferable. 
Whenever a case survey is done, there should 
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be provision for follow-up of all cases where 
complete information is not obtained. 

As to maintenance of the register, systematic 
reporting will do much to keep information 
current and will cut to a minimum the amount 
of follow-up required. The following types 
of reports are suggested as basic: 


1. Reporting of all newly diagnosed cases 
by physicians, clinics, and hospitals. 

2. Reports of changes in diagnosis by physi- 
cians, clinics, and hospitals. 

3. Admission and discharge reports from 
all institutions and agencies. 

4. Report of all deaths trom rheumatic 
fever and from heart disease within a certain 
age group by the vital statistics agency. 

5. Reports from school health services of 
children suspected of having rheumatic fever 
or rheumatic heart disease and those admitted 
to special classes. In addition, there should 
be reports of children changed from special 
to regular classes. 

6. Reports from follow-up agencies, such as 
medical-social workers and nurses. 


For best control of the program all reports 
of new cases should be reviewed by a physician 
in order to classify the diagnosis, and to make 
whatever initial contact with reporting physi- 
cians may be necessary. At certain intervals, 
every case summary should be reviewed by a 
physician to determine whether or not rou- 
tine procedures are operating effectively. A de- 
cision should be made after every additional 
report on a case as to when it next requires 
follow-up and by whom, and, at this time, the 
card should be marked with a signal in some 
way to show when the next follow-up report 
is due and from whom it is due. Procedures 
should be established for notifying, automati- 
cally, the agencies concerned that some action 
is required. Forms to specify what new infor- 
mation is desired and what action is to be 
taken can be developed. There should be, als», 
regulations as to what type of information is 
to be forwarded to other agencies routinely, 
and report forms to facilitate transfer oi 
information from the registry to other agen- 
cies should be drawn up. 

It might be wise, at this point, to emphasize 
that definite limiting conditions shouid be 
placed on admission to and discharge from 
the register in order to prevent it from becom- 
ing unwieldy and inefficient. There must be 
established policies or rules specifying what 
cases are to be included in the current regis- 
ter and when they are to be discharged as 
non-current and for what reasons. From a 
realistic standpoint, the current register can 


ii 


only those cases who are being followed 
ip at regular specified intervals, and about 
whom information is being kept current. The 
ogram itself and the amount of service that 
can be given will determine which cases are 
ollowed up and are, therefore, to be included 
in the current file and when they are to be 
discharged from follow-up and from the active 
register. Mere faith that patients who ideally 
should be followed up will somehow be seen 
or heard from, and trust that dead wood will 
eventually drift out of the register, are certain 
means of acquiring a large unmanageable file 
of meaningless records. There is no magic by 
which the register can be more inclusive than 
the follow-up program itself. 

There are a number of mechanical systems on 
the market that are easily adapted to registers 
of the sort described. Visible files are certainly 
the most efficient where there are less than 

0 cases, since the visible edge can be used 

r indexing, signalling, and for coding statis- 
tical items which will need to be counted fre- 
quently. For larger files, punch card systems 
can be adapted to do all that visible files will 

on a smaller scale. 

By way of summary, it should be empha- 
sized that the filing and reporting systems out- 
lined have not been field tested, nor can they 
be considered final recommendations in any 
They are not, however, in any wa\ 
inique to rheumatic fever programs. Any 
chronic disease program requires very similar 
and excellent ones have been 
vorked out, notably by persons working in the 
field.” It might be 
remember that no mere mechanics will be suc- 


sense 


mechanisms 


tuberculosis wise to 


‘In spite of all evidence to the con- 
trary the things that divide the world 
are trivial as compared with the things 
that unite it. The mutualities of hu- 
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cessful in developing a sense of community 
responsibility for cases of rheumatic fever and 
rheumatic heart disease, nor will they shape 
an effective rheumatic fever program. They 
can only provide a mechanical basis for, and 
implement a program which has been accepted 
by professional and lay members of the com- 
munity and one which has clearly defined ob- 
jectives, specifically stated standards for care 
and follow-up, and adequate personnel to see 
that these standards are met 
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A Medical-Social Worker's Approach to 
the Problem of Poliomyelitis” 
ETHEL COHEN 


Director, Social Service Department, Beth Israel Hospital,. Boston, Mass. 


SOCIAL component exists in every 
illness in so far as the illness dis- 
turbs the usual normal activities of the 
patient. The extent of this interference 
may range all the way from a minor in- 
convenience to a major breakdown in an 
entire way of life. Illness thus in- 
fluences the patient’s environment, his 
relationships, and his feelings of ade- 
quacy as a human being. People differ 
from each other constitutionally and 
psychologically. Diseases affect human 
organisms variously. The develop- 
ment, progress, and final outcome of 
many illnesses are influenced by factors 
outside the disease process itself. Re- 
actions to a given illness in different 
individuals will be determined by their 
diverse constitutions and _ personality 
structures, and by their economic and 
social circumstances. The interplay of 
all these elements produces the indi- 
vidual illness situation for each person. 
Therefore, the care of the whole patient, 
rather than treatment of the disease 
only, becomes the aim of all the pro- 
fessional workers involved. 

These principles are very well known, 
but unfortunately in times of crisis or 
pressure their application in practice is 
often unnecessarily sacrificed. All the 
professional workers are members of a 
team of which the physician is the chief. 
While each worker has a specific func- 
tion based on a particular skill for 


* Paper presented at Georgia Warm Springs Foun- 
dation, September 16, 1947, at the clinical conference 
in commemoration of its 20th anniversary. 


which he has been trained, all have 
some degree of social responsibility. 
The medical-social worker, because of 
her particular training and skill, has 
the major social function. It is gen- 
erally recognized that this worker helps 
individual patients deal with the social 
and environmental elements in_ the 
health problem, and assists him to make 
the most effective use of medical care 
and related health services. She is also 
concerned with administrative policy as 
it affects the patient. Too often hos- 
pitals and other medical agencies unin- 
tentionally create problems for patients 
through failure to consider social fac- 
tors in program planning and _ policy 
making. In organizations where the 
medical-social worker has been part of 
the team while administrative policies 
were being created, many of these diffi- 
culties have been anticipated and 
avoided. 

Poliomyelitis presents special prob- 
lems arising from its natural history, 
and from certain unsolved clinical as- 
pects. People have a unique dread of 
this disease. Its cause is unknown. 
Its onset is sudden and dramatic; the 
outcome unpredictable. Its effects are 
often swift and _ irreversible. The 
greatly publicized controversies about 
methods of treatment have often 
aroused doubts and loss of confidence 
in the particular treatment prescribed. 
During epidemics, panic is widespread. 
Families of patients are naturally 
anxious. Superstitious fear on the part 
of the general public intensifies prob- 
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lems of caring for patients and their 
families. These emotional and environ- 
mental factors are inseparable from the 
problems of care and treatment. If 
adequate social consideration is un- 
available, eventually these severe emo- 
tional experiences may be expressed in 
various ways to the detriment of the 
patient. The separation of patient and 
family during the isolation period, with- 
out reasonably adequate information 
about the patient’s condition, causes 
parents to become agitated and even hys- 
terical. They may insist on removing the 
patient from the hospital against advice 
during the acute phase. Others may 
wish to postpone indefinitely the pa- 
tient’s discharge. This may be due to 
rejection of an unwanted child, or to 
inability to face the new difficult situa- 
tion, or to fear that the patient’s care 
will be overburdensome. 

The following illustration’ was re- 
ported by a U. S. Children’s Bureau 
consultant on visit to a state during an 
epidemic: 


The worst epidemic of poliomyelitis in 
years had hit the state that August. From 
iarms and little towns parents brought their 
sick children in jalopies, trucks, and wagons 
ilong the hot, dusty roads to the city for 
treatment. The hospital wards were over- 
flowing, and physicians, nurses, and attend- 
ints worked night and day to care for the 
polio victims. Rooming houses and auto 
courts, afraid of the disease, refused to ac- 
cept the parents, many of whom camped in 
their cars and waited day after day for 
vord of their children. Families were fran- 
tic. Some parents secured ladders so they 
could climb up to the hospital windows and 
ook in. In one family, the mother and three 
hildren had been stricken—the grandmother 
stayed outside the isolation hospital keeping 
igil. In another family five members had 
been stricken. The weary and anxious father 
kept his post outside the hospital day and 
night 

Doctors were too busy to talk to anxious 
parents, regarded as a nuisance by the over- 
vorked hospital staff. All non-polio patients, 
that could be moved, were to be sent home, 
Sut no response had been received from sev- 
eral parents. . . . The medical-social worker 
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assisted in the discharge of these patients, 
bearing in mind that no child should be dis- 
charged to unsatisfactory home conditions 
which would hinder his recovery. . . . 

Problems of family relationships were recog- 
nized as the main concern of the medical- 
social worker, who talked with each parent 
to ease his anxiety and to learn about his 
ability to care for the child at home. Some 
parents would cease their futile waiting and re- 
turn home if assured of regular reports about 
the child’s condition ; other parents who needed 
to remain close to their children were helped 
to secure proper living accommodations 
through the State Welfare Department, Sal- 
vation Army, and service clubs. 

Community agencies, when given 
leadership, rallied to give the parents shelter. 
Many parents returned home. One father 
confided that he had lost a leg in a child- 
hood accident and feared that his son, of 
whom he had been so proud, would be a 
hopeless cripple. He returned gratefully to 
his duties on the farm when assured that the 
child’s involvement was slight and that he 
would be kept informed of the  boy’s 
condition. 

A father, whose wife had a serious heart 
condition, had been frantic because the 
family could not give his little girl the atten- 
tion recommended when she would return 
home. His relief was tremendous when told 
that convalescent care in a foster home would 
be arranged. 


These circumstances in one unde- 
veloped rural community are familiar 
to all workers outside of large metro- 
politan areas. However, they are not 
unusual even in cities. Experiences of 
the same type, though of different 
quality, in a highly organized teaching 
hospital were reported in published ac- 
counts? of the 1943 Connecticut 
epidemic. 

Social services for patients and their 
families are needed at the time of an 
epidemic. One of the problems fre- 
quently is to assure plans for beds 
required for the acutely sick polio pa- 
tients. Major problems for social serv- 
ice are the anxiety of parents, their 
readiness to incur expenses impossible 
for them to meet in order to get care 
for their child; fear in their communi- 
ties and the refusal to have any contact 
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with the families in which poliomyelitis 
has developed; lack of attention to the 
emotional needs of children receiving 
care in a hospital ward where personnel 
are greatly overworked; failure to es- 
tablish a means of direct communica- 
tion between doctors and parents; ade- 
quacy of the home for care, if the child 
is not sent to a hospital; and also the 
development of undue strains on family 
relationships. 

Community plans for children with 
infantile paralysis should be well de- 
veloped in advance so that responsi- 
bility for standards and adequacy of 
all phases of care is established and 
carried by a responsible agency, pref- 
erably a health department or other 
official agency working coéperatively 
with the health department. This is 
advised because various parts of service 
are frequently provided by different 
agencies. As a consequence gaps or 
overlapping services result without ulti- 
mate responsibility carried by any one 
agency. The codrdination and integra- 
tion of all the medical and auxiliary 
community social services are urgently 
needed to insure best care for the pa- 
tient and the most advantageous and 
economical use of resources. 

Viewing the country as a whole, there 
exists an infinite variety of community 
organization and medical settings, with 
equal diversity in numbers and types 
of professional workers. To enumerate 
a few, among them are clinics of public 
programs, both permanent and _itiner- 
ant, public hospitals on state, county, 
and municipal levels; voluntary hos- 
pitals, some of them affiliated with 
medical schools, proprietary hospitals, 
convalescent, nursing, and _ chronic 
homes. Inasmuch as all the necessary 
personnel are not present as a rule in 
any of these institutions, one can only 
suggest principles to guide, rather than 
recommend spe cifically the relationship 
of the medical-social worker and her 
professional coworkers. The medical- 
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social worker may be in a hospital giv- 
ing direct service to patients and fami- 
lies; or a consultant to other members 
of the medical team or to non-medica| 
community agencies. In either setting, 
knowledge of the social aspects, shared 
by the medical-social worker with her 
professional coworkers, increases their 
capacity to carry out their own respon- 
sibilities. The medical-social worker in 
turn has much to learn from her co- 
workers. In fact, the insight she gains 
from a knowledge of the others’ activi- 
ties often gives her greater understand- 
ing for her own work in a given 
situation. 

When the acute phase of polio passes 
into the convalescent stage, many differ- 
ent problems arise for the patients left 
with paralysis. The need for contin- 
uous care of many weeks, months, and 
often years is a challenge to patient and 
family. The normal place for a patient 
is in his own home. Adequacy of 4 
home is determined by considerations 
of distance from treatment center, 
physical facilities, economic security, 
health, intelligence, and emotional atti- 
tudes of the family. The feelings of 
the parents toward the child and his 
sense of security may influence the 
duration and extent of his incapacity. 
Parents must have the willingness, in- 
telligence, and freedom from other 
family and personal complications to 
codperate in home treatment, persist in 
exercise, encourage the patient to ac- 
tivity, self-help when crippled, and ad- 
just to cumbersome braces. The sight 
of a crippled child or adult often 
arouses strong negative feelings in rela- 
tives, as well as in other associates or 
strangers. Some crippled children are 
extremely sensitive to their appearance 
and its effect on others. We have all 
seen the patient who feels himself con- 
spicuous and handicapped by a slight 
foot drop, while another patient with a 
completely flail leg may make a normal 
adjustment. 
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[he community has the responsibility 
jor providing substitute arrangements, 
when the home is unsuitable for the 
natient’s care. Few if any communi- 
ties seem to have enough of the proper 
kind of convalescent homes, particu- 
larly for the adolescent and young 
adult. Convalescent institutions or 
foster homes become for many patients 
their only real home for long periods 
f time. Therefore, these facilities 
should provide a friendly, warm psycho- 
logical atmosphere, good physical care, 
opportunities for development through 
education and recreation. The serious 
weakening of some family ties can oc- 
cur quite easily. Frequent visiting 
hours for relatives, in addition to cor- 
respondence, are necessary to keep 
alive the bond between them and the 
patient. Otherwise children feel they 
are not loved or wanted at home. Many 
institutions consider relatives’ visits 
annoyances and interrupting to their 
routine. With more imagination in ad- 
ministrative planning, the needs of the 
patient in this respect can be safe- 
guarded without undue sacrifice by the 
management of the institution. 

For children in some communities 
care must be provided in foster homes 
through the help of child welfare agen- 
cies. The necessity to plan resources 
lor the chronic patient with complete 
ind permanent disability is too well 
known to require further elaboration 

e, but is of sufficient importance to 
warrant this brief comment. 

During the convalescent period, pa- 
tients and relatives are confronted by 


new anxieties. They need careful in-’ 


terpretation of what convalescence will 
nvolve, a description of the place to 
vhich patients are being sent, and some 
estimate of the duration of their stay. 
\s one worker put it, otherwise some 
patients get very “ queer” ideas. Some, 
severely crippled, think they will walk 
at the end of three months, and can re- 
turn to their former work. Others, dur- 


ing long-time convalescence, feel iso- 
lated, and believe their relatives have 
rejected and abandoned them. An- 
tagonism and severe emotional upheaval 
often result when unprepared patients 
learn the truth finally about their 
permanent crippling and disability. As 
soon as medically feasible, contact with 
the State Rehabilitation Agency may 
bring adolescent and adult patients new 
interests and hope of work and self- 
support for the future. 

My personal observations in crippled 
children’s clinics of several states left 
an enduring impression of the fortitude, 
physical strength, and patience needed 
by parents and patient alike. The 
sacrifice in normal personal social life 
for many parents is enormous. How- 
ever, some lack the required intelligence 
and skill to deal with the discourage- 
ment and rebellion of the crippled child. 

All professional personnel, doctors, 
nurses, physical therapists, teachers and 
occupational therapists sometimes en- 
counter resistance in various degrees in 
their efforts to help patients. Most well 
trained personnel in all fields now have 
some instruction in the principles of 
human behavior, and something of the 
social aspects of illness. This insight is 
indeed helpful, but is not a substitute 
for the services available from a trained 
medical-social worker whose functions 
are social study, services to patient, and 
integrated work with all the other pro- 
fessional coworkers. 

To get maximum benefit from treat- 
ment, the patient must be treated as a 
whole. The best way to achieve this 
is by regular frequent conferences of all 
involved in his care, each contributing 
from his special field and jointly de- 
ciding what role each will play. A pro- 
cedure which has yielded excellent re- 
sults in medical teaching hospitals and 
rural clinics alike-is the joint group 
review and evaluation of a patient's 
problem. The results of such confer- 
ences become more than the sum of all 
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the individual contributions, for the 
give and take among the various work- 
ers often produces a new idea which no 
one person might have conceived by 
himself. 

At times all of the specialized per- 
sonnel participate simultaneously. At 
other times, the role of certain workers 
predominates and the others are less 
active. This requires a high degree of 
cooperation and understanding of each 
other’s function, as well as clarity con- 
cerning each individual’s own function. 
All have some social responsibility; 
none may relinquish a share of such 
responsibility, but to the medical-social 
worker should come the problems re- 
quiring social treatment, knowledge of 
community resources, not only of their 
existence, but of their specific services. 
As a social worker, she should know 
what can be expected of these resources; 
how to select the most appropriate from 
among those available, or how to im- 
provise resources where no adequate 
professional agency exists. 

The relationship between the medical- 
social worker and other professional 
coworkers may be exemplified, as fol- 
lows: During certain stages of the ill- 
ness, the physical therapist may be see- 
ing the patient more frequently than 
any other member of the team. She has 
the opportunity to observe the patient’s 
behavior which may be symptomatic of 
personal problems. She can best serve 
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the patient and family, not by advisinc 
them how to deal with the apparent i. 
cial problem but by sharing her obser. 
vations with the medical-social worker. 
whose special training enables her ty 
deal with the social difficulties, Dis. 
cussion of the problem, when a patient 
first begins to lose interest in learning 
his exercises, may prevent the crisis in 
which he refuses to continue treatment 
altogether. Conversely, if a medical- 
social worker observes a patient exer- 
cising incorrectly, she has the responsi- 
bility to act. This would not be by 
instruction to the patient, but by re- 
lating her observations to the physical 
therapist within whose province this 
problem belongs. If all members of the 
team would correlate their services in 
this way, some difficulties in process of 
development might be overcome before 
they crystallize. 

Each worker, by appropriate use of 
other services, frees himself for maxi- 
mum service in his own specialized field. 


Such professional practice should result 


in the best care of the individual pa- 
tient, and the most productive and eco- 
nomical use of the community’s invest- 
ment in its health and social agencies. 
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HE average public health field 

nurse earned $2,290 a year while 
supervisors received $3,040 and direc- 
tors of public health nursing services 
averaged $3,292 annually in 1946- 
1947. These salaries were paid for an 
average work week of 40 hours. These 
hours included some overtime, reported 
by substantial groups of nurses; in a 
majority of cases they received compen- 
sation, generally in the form of time off, 
for this work beyond regularly sched- 
uled hours. About 3 out of 10 public 
health nurses were subject to call for 
some time in addition to their hours on 
duty. 

Out of their salaries, public health 
nurses spent an average of $83 during 
1946 on professional expenses. About 
| in 7 incurred professional expenditures 
of more than $200 annually. 

Almost all public health nurses re- 
ceive paid vacations and sick leave after 
a year’s employment. Typically, vaca- 
* This article is based on two studies—the economic 

of the nursing profession conducted by the 
eau of Labor Statistics of the United States De- 
irtment of Labor early in 1947, and the 1947 Yearly 
Keview of the National Organization for Public Health 
ing. The former study was conducted by a mail 
onnaire filled out by about 1,350 public health 
represent about half the public health 
who received questionnaires and over 6 pet 
{ all 21,000 nurses active in this field in the 


States Replies were received from every 
ind from nurses employed in voth governmental 


These 


on-governmental agencies 
Almost 650 public health nursing agencies returned 
schedules to the N.O.P.H.N 1,200 
were mailed. The Yearly Review contains 
about which N.O.P.H.N 


salary data being one of the most important. 


NEVIEW 


questions needs 


olumns for salary data are arranged so that 


mation is available by position on staff, by annual 


tions are for 2 to 4 weeks. Only a minor- 
ity of public health nurses benefit from 
retirement pension plans, however, and 
only 1 in 6 is provided with hospitali- 
zation, medical care, or periodic physi- 
cal examinations at the expense of the 
employing agency. 

The major complaints of public health 
nurses were economic, including prob- 
lems of provision for retirement and em- 
ployment security, rates of pay, methods 
of awarding promotions and pay in- 
creases, and opportunities for promotion. 


SALARIES, APRIL, 1947 

Salaries in public health nursing are 
influenced by many factors. Some of 
these variations which can be easily ob- 
served are: position on staff, type of 
employing agency, part of country, and 
size of staff. 
Generalized field nurses—The median 
salary among more than 7,000 field 
nurses was $2,290 per year. The range 


basic salary, and by cost-of-living adjustments. The 
salary figures used in these paragraphs includé cost-of- 
living adjustments. Data are given for the following 
kinds of agencies: public health nursing services in 36 
state health departments; 112 county health depart 
87 municipal health departments; 122 boaris 
nonofficial agencies; and 29 com 
Salaries for sixty-five kinds of fuil 
tabulated. Among nurses, some of 
educational directors, generalized 
generalized field 
specialized field practica 
nurses and others, the total 10,351 
Among non-nurse professional workers connected with 
health 


Statisticians, 


ments 
of education: 255 
bination agencies 
time jobs were 
these were directors 
specialized 


supervisors, Supervisors, 


nurses, trainees, 


being 


nurses 
number 
nursing staffs were nutritionists, socia 
therapists 
numbered 209 Clerical 
numbered 1,414 Al) 
ended April 1 


article are 


public 
workers, 
and others; such 

these 


non-nurse physical 
workers 
employees in agencies 
salary information was for the year 
1947. Average salaries used this 


medians. 
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of such salaries was from $1,200 to 
$3,790. The median salary for field 
nurses was highest among those em- 
ployed by city health departments, 3$2,- 
527; next came those in boards of edu- 
cation, $2,481; third, $2,265 in county 
health departments; fourth, $2,243 in 
combination agencies; fifth, $2,178 in 
state health departments; and lowest, 
$2,161 in nonofficial agencies such as 
visiting nurse associations. 

The 9 divisions of the United States, 
as outlined by the U. S. Bureau of the 
Census, were used for this salary study. 
Agencies in the Pacific Coast states paid 
their generalized field nurses better than 
did those in other parts of the country. 
Agencies in the South Atlantic states 
paid lowest salaries. The greatest dif- 
ferences between high and low salaries 
appeared among the state health depart- 
ment nurses, the median for generalized 
field nurses on the Pacific Coast being 
$3,050 and for those in the East South 
Central states, $1,837. Board of educa- 
tion salaries also varied widely, averag- 
ing $2,783 in the Pacific Coast states 
and $1,872 in the South Atlantic states. 
Salaries in nonofficial and combination 
agencies varied less by part of the coun- 
try than did those in other kinds of 
agencies. 

For the most part, generalized field 
nurses in large agencies were better paid 
than were those in small ones. How- 
ever, in nonofficial agencies the worker 
in the one-nurse agency was better paid 
than those employed in most of the me- 
dium sized agencies. This is to be ex- 
pected, since such a nurse should have 
more experience as she has little direct 
supervision. She also needs ability to 
work with her board and with the com- 
munity. 


Generalized supervisors—The range for 
supervisors’ salaries in 1947 was from 
$1,920 to $4,620. The median salary 
was $3,040. Salaries of generalized su- 
pervisors exceeded those of generalized 
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field nurses by the following percent- 
ages, as measured by the medians ge. 
cured from the figures for the various 
kinds of agencies—in municipal health 
departments, 32 per cent; in county 
health departments, 27 per cent: in 
boards of education, 20 per cent; in 
state health departments, 39 per cent: 
in nonofficial agencies, 35 per cent; and 
in combination agencies, 22 per cent. 


Directors of public health nursing serv- 
ices—The range of directors’ salaries 
was from $1,900 to $9,500. The median 
salary was $3,292. The number of 
nurses employed in the service affects 
the directors’ salaries more than does 
any other single factor, the salary in- 
creasing as the size of the service in- 
creases. Directors’ salaries were higher 
in nonofficial agencies than in other 
types of services. Agencies employing 
15 nurses and more were used to show 
comparisons of directors’ salaries with 
supervisors’ salaries. Directors’ salaries 
exceeded those of supervisors by the fol- 
lowing per cents in the various kinds of 
agencies: in municipal health depart- 
ments, 12 per cent; in county health 
departments, 21 per cent; in state health 
departments, 32 per cent; and in non- 
official agencies, 48 per cent. Median 
salaries for each position were used for 
these comparisons. 


Non-nurse professional workers—Among 
69 nutritionists, the median salary was 
$2,890; among 29 social workers, $3,- 
060; among 26 statisticians, $3,043; 
and among 20 physical therapists, 
$2,486." 


Full-time clerical workers—The range 
of annual salaries paid to 1,414 cleri- 
cal workers reported on the Yearly Re- 
view schedules was from $780 to $4,500. 
The median salary was $1,816. These 
figures also included any cost-of-living 
adjustments paid during the 12 months 
ended April 1, 1947. The median sal- 
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arv for generalized field nurses was $2,- 
200, which is 26 per cent above the 
median salary for clerks. About one- 
half of all the clerical workers received 
from $1,550 to $2,100. 

Table 1 shows the kinds of clerical 
iobs listed on the schedule sent to the 
agencies, the number of each kind for 
whom salary data were given, and the 
median salaries for these groups. 


TABLE 1 


Number 
for whom 
salary data annual 
were received salary 
lerical workers 1,414 816 
Sook keeper 55 $2,047 
520 $1,692 

27 $1,950 

197 $1.933 

188 $1,860 

witchboard operator 16 $1,692 
134 $1,676 

kinds of work 190 $1,750 
87 $2,111 


Median 


Position 


Typi 
Various 
\ 


» Bookkeeper and secretary; clerk and stenographer; 


tatistical clerks 
erk; supply 


office manager; file clerk; insur- 
room clerk; receptionist etc 


Clerks working in Pacific Coast states 
received higher salaries than those in 
other sections of the country, their me- 
dian salary being $2,082. Clerks in the 
west south central states received low 
$1,407 being the median. In 
all the southern states, clerical salaries 
were low, and also in New England. In 
the latter area, among 148 clerks, only 
5 received $2,160 or more, and 44 re- 
ceived than $1,440. Salaries of 
nurses varied rather similarly as to geo- 
graphical areas, being highest in the Pa- 
cific states. In New England, however, 
only salaries in nonofficial agencies were 
markedly low. 

Clerical salaries were higher in agen- 
cies employing 25 nurses and more than 
in the smaller agencies. Among 756 
clerks in these larger agencies, the 
median salary was $1,887; among 368 
clerks in agencies employing less than 
10 nurses, the median salary was $1,- 
645. Only 5 of the 23 full-time clerks in 


salaries, 


less 
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one-nurse agencies were paid more than 
$1,560 a year.® 


HOURS OF WORK, OCTOBER, 1946 

Weekly hours of public health nurses 
are shorter than those of most members 
of the nursing profession, and are gen- 
erally on a level with the peacetime 
hours of most workers in the United 
States. However, like those in hospital 
work, some public health nurses are 
required to be on call beyond their reg- 
ular time of duty. 

Late in 1946 the typical public health 
nurse worked on a schedule of 8 hours a 
day and 40 hours a week or less; such 
schedules were reported by 7 out of 10 
respondents. Schedules of less than 8 
hours daily and 40 hours weekly, how- 
ever, were frequent, being reported by 
half the school nurses and one-third of 
the other public health nurses. As Table 
2 indicates, schedules of more than 44 
hours were rare: 


TABLE 2 


Work Schedule 


Less than 8 hours a day and 40 a week 
8 hours a day and 40 a week 
§ hours a day and 44 a week 
8 hours a day and 48 a week 


Schedules not reported 


Actual hours of the public health 
nurse averaged 40 a week during Octo- 
ber, 1946.4 Comparison of actual and 
scheduled hours indicates that a sig- 
nificant proportion of the nurses worked 
some overtime.” Thus, although sched- 
ules in excess of 44 hours a week were 
uncommon, about | in 10 nurses worked 
45 to 49 hours and another 1 in 20 
was actually on duty over 50 hours a 
week. Of those who worked overtime, 
about 3 out of 5 received some compen- 
sation for this work, generally in the 
form of time off rather than additional 
cash pay. 

A complete picture of working time 
is not provided by hours on duty alone, 
since about 3 out of 10 public health 
nurses reported that they were required 


Per cent 
s 
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to be on call for some time in addition 
to their regular hours on duty during 
October, 1946. Typically they were sub- 
ject to call for-less than 20 hours during 
the month studied and actually were 
called to duty for less than 10 of these 
hours.® Thus, time on call amounted to 
about 10 hours a month beyond time on 
duty for those nurses required to be 
on call. A few, presumably those who 
were the only nurses in small communi- 
ties, reported more than 100 hours a 
month on call. 

The Pacific Coast and the Middle At- 
lantic and Mountain states showed the 
shortest hours of work. The longest 
hours were founc in the west central 
states, in which the average public 
health nurse was on duty about 43 hours 
a week in October, 1946. Hours on duty 
varied less among different types of 
public health agencies than did salaries. 
The longest hours were reported by 
county official nurses and the shortest 
by those working for federal and mu- 
nicipal governments; many of the latter 
are school nurses, who work less than 
40 hours a week. The requirement of 
time on call was most common in non- 
official agencies. 

PROFESSIONAL EXPENSES 

During 1946 the average public 
health nurse spent $83—about $7 a 
month—for professional expenses. These 
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included purchase of professional equip- 
ment, membership in professional or- 
ganizations, laundry, cleaning and pur- 
chase of uniforms, state registration 
fees, payments to nurses’ placement 
registries, and expenses of transportation 
during working hours, not reimbursed 
by the employing agency. These aver. 
age expenses were equal to those for all 
other fields of nursing considered to- 
gether, although a comparatively high 
proportion of public health nurses (more 
than | in 7) reported annual expenses 
of $200 or more. Presumably this group 
includes nurses who were required to 
maintain a car or pay for other trans- 
portation on the job out of their salar- 
ies. Expenses were somewhat higher 
for municipal and county official em- 
ployees than for other public health 
nurses. 


VACATION AND SICK LEAVE PLANS 

Almost all nurses in the public health 
field receive paid vacations and sick 
leave after a year’s service. Vacations 
in almost every case are at least 2 weeks 
long. The number reporting vacations 
of 2 weeks is equal to the number re- 
ceiving 4 weeks or longer; 4 out of 5 
nurses report these two periods. The 
longest vacations are provided federal 
government employees, who receive 26 
working days of such leave annually 
but most nurses working for nonofficial 


TABLE 3 


Annual Paid Vacations of Public Health Nurses with One 


Length of Annual Paid Vacation {ll Agencies * 


All replies to question 
Number 1,008 
Per cent 100 
Per cent with paid vacations 97 
One week 2 
Two weeks 39 
Three weeks 
Four weeks or one month 
Over one month 
Other period 


Per cent with no paid vacation 


* Includes data for nurses who did not indicate their employer and for employees the 


Government 


Year's Service, by Employer 


Municipal 
Government 


State County 


Government Nonofica 


165 168 


100.0 100 .¢ 


ON WAN 
vVinu Ot 


—— 


federal gover 


ment, who receive 5 weeks (26 working days) of vacation annually. 
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agencies also reported vacations of at 
least 4 weeks. Employees of state and 
local governments (county and munici- 
pal) typically receive 2 weeks of vaca- 
tion annually (Table 3). 

Over half of the public health nurses 
receive 2 weeks of sick leave annually 
and one-tenth are allowed 1 week. The 
amount of leave allowed other nurses 
varies from less than 1 week to 3 weeks 
or more after a year’s service. Sick 
leave is less frequent and the period al- 
lowed is shorter on the Pacific Coast 
than in the country as a whole. Most 
liberal sick leave provisions are re- 
ported by federal employees, who are 
permitted 15 work days of such leave 
each year. 


INSURANCE AND MEDICAL 

CARE 

Although provisions for retirement 
pensions are more common in public 
health than in all other nursing fields 
except industrial nursing, about three- 
fifths of the public health nurses are not 
covered by retirement pensions contrib- 
uted to by their employers. Lack of pro- 
vision for retirement and employment 
security was the leading source of com- 
plaint among public health nurses. 
Among the nurses covered by a retire- 
ment plan were all federal government 
and about half the nurses 
working for nonofficial and municipal 
agencies. However, only two-fifths of 
the state and less than 1 in 3 county 
nurses benefited from provisions for 
retirement pensions. 

About per cent of the nurses re- 
ported accident and health insurance 
ind 8 per cent reported life insurance 
paid for at least in part by their em- 
ployers. Such insurance was reported by 
relatively more employees of nonofficial 
organizations than of other types of pub- 
lic health agencies. 

Provision of hospitalization and medi- 
cal care paid for wholly or in part by 


+} 


heir employers is less common for 


RETIREMENT, 


employees 
i 
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public health than for other nurses; 
only 1 out of 6 members of this field 
reported such arrangements. Among 
those who receive any benefits of this 
sort, periodic physical examinations are 
most common, reported by 1 nurse out 
of 8. Nonofficial agencies provide such 
medical benefits more frequently than 
official agencies; 1 in 3 nurses working 
for these private organizations reported 
hospitalization, medical care or physical 
examinations or a combination of such 
benefits. 


ATTITUDES 

Public health nurses expressed less 
dissatisfaction with their work than 
nurse educators, private duty or insti- 
tutional nurses, and were about as satis- 
fied as industrial and office nurses. 
Their dissatisfaction was largely con- 
centrated on 4 economic aspects of their 
work—lack of provision for retirement 
and security against unemployment, 
rate of pay, provisions for promotions 
and pay increases, and opportunities 
for promotions. These were also the 
leading sources of dissatisfaction in 
other fields of nursing. About 1 out of 
3 public health nurses expressed dissatis- 
faction with each of these provisions, 
and they were more dissatisfied with 
their pay than were nurses in any other 
field except institutional work. One in 
5 also criticised methods of settling 
grievances and making suggestions for 
changes in procedures (Table 4). 
Among the other aspects of their work 
considered individually, less than 1 out 
of 5 public health nurses expressed dis- 
satisfaction; in most cases the propor- 
tion of dissatisfied replies did not exceed 
1 in 10. 

Federal employees were generally 
more satisfied, and those employed by 


county and municipal governments 
were less satisfied than other public 
health nurses. In summary, agency 


field nurses expressed the most dissatis- 
faction and school nurses the least. 
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TABLE 4 
Opinions of Public Health Nurses Regarding Their Work 


Item 
Retirement and employment security 
Methods of determining promotions and pay increases 
Hourly rate of pay 
Opportunities for promotion 


Procedures for settling grievances and suggesting changes in procedures 19. 


Nonprofessional help 

Quality of supervision 

Educational opportunities 

Timing of duties 

Paid vacation provisions 

Professional and social contacts and status 
Proportion of time on professional duties 
Number and arduousness of duties 

Locker and restroom facilities 

Length of work day and week 

Opportunities to exercise professional judgment 
The job as a whole 

Pride or gratification in service to ill and community 
Amount of time on call 

Fees paid registry for jobs 

Advance notice of hours schedule 

Split shifts 

Requirement of night-shift work 


Per cent of Nurses Expressing 
Dissatis- Satis- No 
faction faction Opinion * 
37.5% 43.6% 18.9% 
33. 39. 27.3 
31 35. 33. 

28. 37 34. 
51 28. 
29 53. 
55. 29 
6l. 23 
47. 39 
72. 16 
70. 
48. 
44 
73. 
73 
81 
71. 
23. 
34. 


16. 
15. 
14 
13. 
11 
11 
10 
10. 


Total number of replies — 1,249 


* Includes those to whom the item did not apply as well as those expressing no opinion. 


SHORTAGE OF NURSING CARE 

How do the salaries and other work- 
ing conditions in public health and 
other fields of nursing affect the fail- 
ure of the supply of nursing care to 
keep pace with increased demands? 
Available information indicates that 
these factors affect the supply of nurs- 
ing care primarily because they do not 
attract potential student nurses. At 
present many such students apparently 
believe that office or factory work offers 
in comparison more attractive salaries 
and working conditions than those af- 
forded by the nursing profession, 
especially when allowance is made for 
the fact that these other fields do not 
require the extensive training needed 


by professional nurses. Reference to 
available data suggests that in terms of 
economic reward nursing may compare 
unfavorably with some other important 
categories of employment open to 
women. This points to an obvious 
remedy for the shortage of nurses. 
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ERSONNEL administration may be 

defined as the application of formal 
management techniques to the human 
relations problems of an organization. 
Obviously, the necessity for formalized 
techniques is open to question in any 
field. Are such techniques the result of 
sound experience and scientific valida- 
tion, or are they the ritualistic proce- 
dures and mystifying jargon of the pro- 
fessional red-taper? Do they simplify 
or complicate the performance of the 
primary job for which the organization 
is established ? 

We cannot dodge the human prob- 
lems in any agency. Personnel activi- 
ties go on whether we have formalized 
techniques or not. Any organization, 
even the smallest, has problems of 
hiring staff, setting their pay rates, 
training and supervising them, estab- 
lishing their hours and working con- 
ditions, making judgments as to their 
performance, discharging or promoting 
them. Whether an agency needs per- 
sonnel administration in a formal sense 
varies with its size and character. It 
is important that the decision as to the 
use of personnel procedures and _tech- 
niques be made after consideration of 
the experience of other organizations, 


* Presented before the Merit System Unit of the 
\merican Public Health Association at the Seventy- 
Annual Meeting in Atlantic City, N. J., October 

rhe opinions expressed in this statement are those 
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Agency 
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Federal Security 
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views of the 


represent the 


rather than in ignorance of such ex- 


perience. The experience of both public 
and business organizations should be 


examined and the successes and failures 
considered by any public health depart- 
ment before it decides on the kind of 
personnel set-up adapted to its needs. 
While the basic problems of staff 
management are the same in govern- 
ment and in industry, one additional 
consideration, not present in private in- 
dustry, enters into the determination in 
a public agency as to whether to apply 
personnel administration as _ distin- 
guished from personal administration. 
Even in the same activity, there is some 
difference between administration in an 
organization that is the private prop- 
erty of those who direct it, and a public 
agency, owned by the citizenry at large. 
hen implication of political democracy 
is the right of people to scrutinize ad- 
ministrative processes. This affects 
such administrative processes as selec- 
tion. For example, the public in a 
democracy regards it as a right of 
citizen to be considered for a career in 
public employment on the basis of ob- 
jective evaluation of his qualifications 
rather than on the basis of his personal 
appeal to the administrator. In other 
words, in addition to utilizing the con- 
tribution of personnel administration to 
more effective management of the or- 
ganization, which is the primary con- 
sideration, a public agency must give 
incidental consideration to doing this in 
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a way which recognizes citizen concern 
in a merit system as a nonpartisan and 
democratic instrument of government. 

Whenever we consider the question 
of formalized administration, we have 
to consider an aspect of what might be 
called the polarity between rule and 
discretion. This is true of formalized 
personnel procedures as it is true in 
other areas. If one operates under 
rules, certain difficulties appear. A 
system based on binding regulations 
may be rigid and may tend to become 
legalistic. On the other hand, without 
any regulations, action may be unpre- 
dictable and administration chaotic. 
Uncontrolled discretion may be exer- 
cised wisely and consistently, or arbi- 
trarily and even venally. There is no 
easy answer to the dilemma. It is 
difficult, but not impossible, to have a 
system that is objective and under- 
standable, yet with sufficient ‘flexibility 
in administration to meet new problems 
as they arise. Certainly, the emphasis 
should be upon realistic and resilient 
administration rather than upon regula- 
tions as such. As I have said on another 
occasion, the emphasis in a merit system 
should be on merit rather than on 
system. However, unless definite per- 
sonnel rules are promulgated, adequate 
machinery established, and proper pro- 
cedures installed, the merit principle 
may not be put into effect. The neces- 
sity for rules and understandable pro- 
cedures is more important in those 
aspects of the merit system that deal 
with public competition for jobs. But 
effective dealings with employees in an 
agency also require a clear understand- 
ing on their part of the conditions 
governing employment. 

We have to be careful that we do not 
include, in formal regulations, pro- 
visions which fail to contribute to the 
efficient functioning of the specific 
agency and which are not necessary 
from the overall standpoint of a public 
agency in a democracy. We must find 
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means of attaining some degree oj 
objectivity in procedures without sacri. 
ficing essential flexibility of administra. 
tion. Experience in the field of per- 
sonnel administration will help us by 
holding up horrible examples as well as 
instances of real contribution to smooth 
operation. 

Personnel administration has grown 
up as an incident of large scale adminis. 
tration, first in industry and then in 
government. Contributions to its 
method come from two major sources: 
industrial engineering and psychology. 
When the economic system depended 
for industrial production largely upon 
the artisan, with perhaps an apprentice 
or two, there was little need for person- 
nel administration as such. With the 
industrial revolution and the develop- 
ment of large scale industry, manage- 
ment had to become more conscious of 
its problems in planning, organizing, 
and coordinating its activities. The 
human relations aspects of the work 
situation could no longer be handled in 
the same way as when the master crafts- 
man and his apprentice worked side by 
side. Problems of selection, supervision, 
training, and labor relations emerged 
The high paid vice-president in charge 
of personnel is an illustration of the 
value that big business sets on increased 
production through improved human 
engineering. The management tech- 
niques developed by the industrial en- 
gineer are illustrated in the personnel 
field by such developments as _ job 
analyses and systems of job classifica- 
tion, by salary surveys and pay scales 
set on recognized bases. Many of these 
techniques are applicable in public 
agencies. 

There is another source from which 
techniques used in modern personnel ad- 
ministration stem—the research of the 
psychologist, particularly the psychomet- 
ricians. Human nature is almost count- 
lessly permutated -in its variability from 
person to person. Acceptance of the con- 


cept of the range and quantifiability of 
individual differences is relatively new. 
[he methods of defining and measuring 
these differences are still newer. Scientific 
research has established the fact that 
individual differences can often be 
measured by methods that do not seem 
valid on their face. This is comparable 
to measuring body temperature by 
something that at first glance seems 
wholly unrelated—a column of mercury 
in a glass tube. 

Even though we all cherish, to some 
extent, the notion that we are good 
judges of people, the utilization of 
scientific techniques in selection has 
been so well demonstrated, both in in- 
dustry and in government, that its 
value is not seriously questioned even 
by those who oppose its use on the 
grounds of feasibility in a given situa- 
tion. It should be noted that there is 
a tendency to underestimate rather than 
to overestimate the differences in the 
capacity of individuals engaged in a 
given operation. We sometimes tend to 
speak of education and experience as 
though all persons exposed to the same 
education and experience were of rela- 
tively equal competence. In practice, 
we do not actually accept this, but some- 
times we draw up qualifications state- 
ments that seem to imply it. Experience 
has indicated the very real contribution 
to selection that the application of 
modern scientific techniques can make 
in the field of public health. 

In considering the utilization of per- 
sonnel administration in a large organi- 
zation, we must recognize that the head 
of such an organization cannot possibly 
specialize in these problems. His pri- 
mary task is the application of content 
in his own professional field; and in a 
lield such as public health, where the 
boundaries are constantly expanding, 
keeping abreast of professional develop- 
ments is itself a most difficult task. It 

been said that doctors make pooi 
administrators. I do not believe that 
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this is necessarily so; there are numer- 
ous instances of outstanding profes- 
sional administrators. However, con- 
centration on professional content may 
tend to make one ignore or minimize 
the administrative aspects of his job 
Moreover, in the professions there is an 
individualistic tradition which fosters 
perfectionism. In medicine the doctor 
usually starts out as an individual prac- 
titioner. It is difficult for someone 
brought up in that tradition to delegate 
important responsibility. 

The administrator in a professional 
field must give important attention to 
administrative management, as well as 
to professional content. As part of this 
concern with administration, he must 
find some way of divesting himself of de- 
tails in personnel as well as in other ad- 
ministrative areas. Nevertheless, every 
administrator must concern himself with 
the handling of men in his organization. 
He should, therefore, set basic personnel 
policies but avail himself of technical as- 
sistance in their development and appli- 
cation. This implies having a personnel 
officer, though not necessarily a full-time 
one. A word of caution might be added 
here: there is no particular virtue in 
setting up a job of personnel officer if 
it is not filled by someone of real com- 
petence. The selective process is criti- 
cal; one cannot identify merely by 
training or experience those who have 
a real contribution to make. The public 
health field has no monopoly on incom- 
petence. There are persons in the per- 
sonnel field, as well as in other fields, 
who are lacking either in technical 
knowledge or intelligence or in the per- 
sonal attributes necessary in a human 
relations job. Those dealing with per- 
sonnel problems require not only a high 
intelligence and knowledge of the field, 
but also sensitivity to the reactions of 
others, freedom from bias, and flexi- 
bility in individual and social situations. 

Assuming that a public health depart- 
ment obtains a qualified personnel 
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officer, just what will he do? I will not 
attempt to detail all the activities of the 
personnel office but will deal with some 
illustratively. 

An essential to efficient management 
is analysis of each job to be done and 
its definition in terms understandable 
to the worker and useful for other per- 
sonnel processes such as selection and 
training. The classification of jobs on 
the basis of their duties and responsi- 
bilities simplifies many phases of ad- 
ministration. The process has impor- 
tant administrative implications in 
avoiding overlapping or gaps in respon- 
sibility. However, job classification 
must not become an end in itself or be- 
come shrouded in specialized termi- 
nology. Participation of the adminis- 
trative officials of the agency and of the 
employees of the agency is necessary in 
classification even if it is done by a 
civil service agency or outside consult- 
ants. Similarly, the collection and 
analysis of data as a basis for estab- 
lishing pay plans should be approached 


in a simple and straightforward fashion. 
A pay plan must not only be based 
upon some equitable principle, such as 
paying like rates for like jobs, but must 
provide for recognition of superior indi- 


vidual performance, This is done 
through a plan for periodic salary ad- 
vancement based upon considerations 
of seniority and efficiency. 

Employee training is sometimes neg- 
lected in an agency which is too small 
to have a full-time training officer. 
Since training is essentially part of 
effective supervision, every agency can 
and should have a training program. 
The role of the personnel or training 
officer is essentially that of stimulating 
and facilitating the development of a 
codrdinated program rather than the 
giving of training courses. However, 
certain types of induction training, in- 
volving the introduction of the employee 
to the organization and giving him basic 
information about its structure and 
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regulations, may be the direct respon- 
sibility of the personnel officer. Varioys 
types of technical training on the job 
should be given by the best available 
specialists. The program as a whole 
should be planned to permit employees 
who come in on the lower rungs of a 
career ladder to rise as they become 
fitted to assume greater responsibilities, 
Liaison with educational institutions 
and the development of a policy for 
educational leave are related activities. 
The preparation of employee handbooks 
is another common function of the per- 
sonnel office. 

The personnel office should also be 
concerned with services to employees in 
relation to their individual problems, 
an activity sometimes called counselling. 
In any organization there is a wide 
range of individual problems from that 
of housing of employees in a com- 
munity new to them to more intimate 
personal problems. Employees may 
have financial or domestic troubles 
affecting their work which they would 
be loath to discuss with their super- 
visors but on which they would welcome 
sympathetic and understanding help 
outside the line of supervision. Other 
personnel activities include employee re- 
lations, both with unions or other or- 
ganized groups, and in connection with 
individual grievances. The establish- 
ment of a suggestion system has been 
found worth while in some organizations. 

The process of evaluating employee 
performance is an inescapable one. One 
talks in the personnel field about service 
ratings as a formal method of recording 
periodic judgments. We must not let 
jargon obscure the fact that we are 
recording opinion. The administrator 
must decide whether it is better to do 
this systematically or informally as the 
need arises for a judgment. There is 
evidence to support the view that a 
system of service ratings, based upon 
standards of job performance, will im- 
prove the process of judgment and 
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supervision, but it is important to note 
that these performance standards must 
be developed within the organization. 
If a service rating form and procedures 
are transplanted from one state to an- 
other, without considering whether they 
are needed and wanted by supervisors 
and staff, the result may be red tape and 
the hampering rather than the simpli- 
fying of administration. 

Problems of employee placement, 
separation, and promotion may be 
facilitated by the personnel office. The 
functions of such an office include 
working with the civil service or merit 
system agency in relation to examina- 
tions. Such liaison should help in 
achieving a planned examination pro- 
cram and in speeding up the examina- 
tion process. The personnel office may 
also give assistance in recruiting and 
utilization of professional consultants 
by the civil service agency. 

I do not propose to discuss the sub- 
ject of civil service at any length, but 
it should be noted that the civil service 
field furnishes an admirable example of 
our American tendency to regard prob- 
lems as solved when laws are passed. 
rhere have been several waves of civil 
service reform, bringing with them 
statutory establishment of formal sys- 
Some of these are well admin- 
istered; some are poorly administered. 
The existence of a civil service system 
is nO guarantee that it is better than 
a spoils system. Inevitably the best 
civil service system brings with it a 
certain amount of rigidity. How much 
of this is necessary is debatable, and 
how much is a reasonable price for free- 
dom from worse alternatives is also de- 
batable. It has been said that the only 
thing worse than civil service is no 
civil service. I do not believe that we 
have to accept a rigid system that does 
hot in point of fact produce results 
commensurate with the time and effort 
involved. In order to achieve such re- 


tems. 


sults, it is essential that persons engaged 
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in various professional fields such as 
public health play a continuing and 
energetic role in the administration of 
the system. They must understand it; 
they must criticise it. 

It is well to remember that it is the 
operation of the system that we must 
evaluate and not merely its framework. 
The best examination is of no value if 
it is so long drawn out that competent 
candidates are lost in the process. The 
most elaborate administration of a com- 
pensation plan is valueless if the basic 
pay rates are such that competent per- 
sons cannot be recruited and retained. 
The implications of this for the public 
health field are clear. Professional per- 
sonnel must be utilized at various places 
in the merit system process—in recruit- 
ment, consultation on examinations, and 
evaluation of results. Within agencies, 
supervisory staff and professional per- 
sonnel must be concerned with person- 
nel practices, including the development 
of performance standards as a basis for 
rating employees, the establishment of 
realistic qualifications that will broaden 
the recruitment base and permit the 
selection of the best available persons 
and the establishment of working con- 
ditions that will promote efficiency and 
job satisfaction. 

It must be recognized that the tech- 
niques of personnel administration, even 
though of proved value, are no substi- 
tute for administrative leadership. The 
head of any organization must have in- 
terest in staff problems, courage, and 
perspective, as well as professional com- 
petence. Personnel administration may 
aid the good administrator, but it can- 
not take his place. 

It has often been said that 
merit systems prevent the discharge of 
employees. This is true in some cases, 
but, basically, discharging anyone is an 
unpleasant job. All of us know of edu- 
cational institutions and business or- 
ganizations where deadwood is tolerated 
because of inertia or the unwillingness 
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of executives to take needed action and 
stand up under pressure. If a personnel 
system is so tied up with red tape that 
it is impossible to discharge the incom- 
petent, there is something wrong with 
the system. We should not accept 
something that is called a merit system 
and stop there. There are systems that 
impede good administratioa, and there 
are some that are definitely aids to good 
administration. Within any jurisdic- 
tion, one must critically examine the 
functioning of the system and vigorously 
support its sound features, and just as 
vigorously support necessary change. 

In a scientific field, open-mindedness 
is clearly a condition of progress. Yet 
it is a curious thing that, outside their 
own fields, scientists may permit their 
unexamined prejudices to govern their 
actions. The attitude of administrators 
in the public health field toward person- 
nel administration should be open- 
minded but not naive. One who looks 
to personnel administration as a panacea 
for administrative ills is doomed to 
disappointment. Unquestioned accept- 
ance is as bad as defeatist cynicism. 
Properly applied, the techniques of per- 
sonnel administration can contribute to 
the solution of management problems 
but will not prevent those problems 
from recurring. Improperly applied, 
the same techniques can be a source of 
continuing frustration to the adminis- 
trator. 

In a governmental organization, we 
do not have a criterion of profit to de- 
termine success or failure. Neverthe- 
less, evaluation of accomplishment is 
imperative. The criterion of public 
service is the substitute for the criterion 
of profit. I sometimes think that we 


do not recognize that there is as much 
of a difference in efficiency between the 
best administration and the poorest 
administration of a governmental or- 
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ganization as there is between a firm 
that makes a handsome profit and one 
that goes bankrupt because of inef- 
ficiency. There are public agencies that 
should file petitions of bankruptcy, and 
there are others that are entitled to 
stand upon their records. We tend to 
blanket them all together as bureauc- 
racy. Before the public and legislatures 
can make a valid differentiation, ad- 
ministrators themselves must be pre- 
pared to recognize the differences and 
evaluate the causes. 

I do not mean to imply that a total 
program should be evaluated on the 
basis of its personnel administration. 
An agency may have a poor personne! 
program and a good health program, or 
it may have a good personnel program 
and a poor health program. Neverthe- 
less, if one examines the proportion of 
the budget of any health department 
that is spent for personal services, the 
critical importance of personnel admin- 
istration will be apparent. It will be 
agreed that the human element looms 
large and that the job satisfaction 
and the efficiency with which the indi- 
viduals are performing their work are 
important factors in the success or fail- 
ure of the program. 

At the same time that we keep in 
view the primary goals of the organiza- 
tion and assure adequate attention to 
professional content, we must include 
within our perspective the techniques of 
administrative management. Personnel 
administration, of course, will not solve 
the human relations problems of any 
organization, but it should promote 
more effective management and hence 
promote the accomplishment of the 
primary goals of the organization. EI- 
fective personnel administration has a 
modest but nevertheless significant con- 
tribution to make in attaining the goal 
of effective public service. 
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[* February, 1944, an outbreak of 
food poisoning occurred in Galves- 
ton as the apparent result of eating 
raw oysters at a fraternity banquet. No 
samy les were available for laboratory 
examination; however, the exact meal 
was easily determined in that several 
guests and members who were ill ate 
ill other meals at their homes. Epi- 
demiological evidence showed conclu- 
sively that raw oysters were the cause 
of the outbreak, and all other foods 
served were eliminated. These facts 
have been reported by Wise, Winston, 
and Nau * in an earlier publication. A 
thorough bacteriological study of oyster 
beds in Galveston Bay, where the 
oysters had been collected, was insti- 
gated to determine the sanitary condi- 
tions of the oyster beds and to study 
various factors which might influence 
sanitary quality. 

It has long been known that oysters 
may carry pathogenic bacteria. Many 
cases of typhoid fever and gastrointes- 
tinal disturbances have been attributed 
to oysters and other shellfish. In 1818, 


* This study was made at the Medical Branch of 
University of Texas when Robert I. Wise was 
int Professor in the Department of Bacteri- 

ind Joe B. Winston was Associate Professor in 
- Department of Preventive Medicine and Public 


Austin, Tex. 


several decades before the discovery of 
microérganisms as the cause of infec- 
tious diseases, Pasquier * concluded that 
cases of gastrointestinal illness resulted 
from the eating of raw oysters collected 
in sewage polluted waters. Johnston- 
Travis* in 1895 attributed cases of 
typhoid fever and enteritis in Naples 
and Rome to oysters which had been 
dredged from clean waters and kept for 
a period of days or months in water 
near a sewage drain. In Brighton, 
England, the cases of enteric fever 
ascribed yearly to oysters by News- 
holme * were 21 in 1894, 19 in 1895, 
31 in 1896, 30 in 1897, 41 in 1898, 52 
in 1899, 17 in 1900, 9 in 1901, and 21 
in 1902. 

An epidemic of typhoid fever oc- 
curred at Wesleyan University in Mid- 


dletown, Conn., in 1894, and was 
reported by Conn.® Thirty cases were 
involved, and 4 deaths occurred. All 


had eaten at a fraternity supper where 
raw oysters had been served. In an 
excellent epidemiological investigation 
it was found that the oysters had been 
obtained from a fisherman who kept 
them in a river near his sewer outlet. 
The fisherman’s wife had died of ty- 
phoid fever and his daughter was ill 
with the same disease. 
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Broadbent® in 1895 reported 11 
cases of typhoid fever caused by eating 
oysters. Thresh and Wood‘ in 1902 
reported cases of typhoid fever and 
gastroenteritis caused by oysters. bought 
from one dealer. Evidence collected 
by Marvel * in 1902 pointed to oysters 
as the source of many cases of typhoid 
fever in Atlantic City. The oysters 
were being “fattened” in water pol- 
luted by sewage from the city.’ 

An outbreak of 50 cases of typhoid 
fever was described by Brooks’® in 
1916. These cases occurred in 6 mv- 
nicipalities in New York State, in 3 of 
which there had been no cases in over 
10 months and in one none in 5 months. 
There was apparently no possible com- 
mon source of infection other than 
oysters purchased from various dealers. 

Extensive outbreaks of typhoid fever 
occurred in Chicago and New York at 
the same time in 1925. Reports were 
made by Bundesen™ and Harris.’* In 
Chicago 129 cases involving 16 deaths 
occurred in 52 days. All foods except 
oysters were excluded as the probable 
cause. The oyster plant which had 
supplied the oysters was located on 
Long Island and found to be in excel- 
lent sanitary condition. Oysters had 
been received from beds where two fish- 
ermen were employed. These men had 
typhoid fever, and each day during the 
incubation period of their illness, they 
had worked over the oyster beds and, 
having no toilet facilities on the boat, 
their discharges were dumped over- 
board on to the oyster beds. A large 
sewer line was also found to be empty- 
ing approximately 100,000,000 gal. of 
sewage into a nearby area. In the New 
York epidemic there were 914 cases 
of typhoid fever, of which 506 gave a 
definite history of eating oysters as the 
only likely source of infection. The 
water supply, milk, ice cream, ice, and 
vegetables were eliminated as a source 
of infection. 

Extensive bacteriological studies of 
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oyster beds have been made along the 
Atlantic Coast of the United States 
Narragansett Bay was studied by Ful- 
ler ** in 1902 at which time the City 
of Providence, R. I., was discharging 
daily about 14,000,000 gal. of sewage 
into the bay. Studies showed that 
water and all oysters within 2 miles 
from the sewer opening showed coli- 
form organisms; 30 per cent of oysters 
and 60 per cent of water samples § 
miles from the sewer showed coliform 
organisms. 

Johnston ** studied the effect of the 
tide on evidences of sewage pollution 
in water above oyster beds. He found 
the number of coliform organisms to 
decrease during flood tide and increase 
significantly during ebb tide. These 
results demonstrate the variation in re- 
sults one may obtain by making only 
one test or paying little attention to 
conditions which may influence the 
laboratory results. 

Several investigators have observed 
a definite relation between the temper- 
ature of water and coliform content of 
the oysters. Gorham,’ Joseph,’ and 
Gage and Gorham ™* demonstrated that 
in waters along the northern Atlantic 
Coast of the United States the bacterial 
content of oysters in polluted water at 
low temperatures is abnormally low. 
As soon as the temperature of the water 
began to increase, the coliform content 
of the oysters increased to a high count 
which was held throughout the summer 
and decreased in the fall. This phe- 
nomenon was attributed to the slowing 
down of physiological activity of the 
oysters as a result of decreasing tem- 
perature. Observations on the phys- 
iology of oysters at various tempera- 
tures were made by Galtsoff.* The 
rate of flow of water produced by the 
gills of the oysters is controlled by the 
temperature. No current is produced 
at 5°C. and below, and the oyster re- 
mains closed and in a state of hiber- 
nation. Bacteria are eliminated. The 
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water flow in the oyster begins as the 
temperature reaches 8°C. The opti- 
mum temperature for maximum water 
flow was reported by Galtsoff to be be- 
tween 25° and 30°C., at which temper- 
ature the maximum rate of flow was 
3.9 liters per hour. Cumming,'” study- 
ing the sanitary conditions of shellfish 
in the lower Potomac River, found that 
January and February were the months 
when the coliform content of water at 
the mouth of the river was highest and 
the coliform content of the oysters 
from the same locality was lowest. 


THE PRESENT INVESTIGATION 

It was the purpose of this investiga- 
tion to (1) learn some of the important 
facts concerning sewage pollution of 
oyster beds and the water over the 
beds, (2) to follow the changes in pol- 
lution by frequent sampling over a 
period of time, (3) to study the effect 
of external factors on sanitary condi- 
tions, and (4) to determine whether 
or not conclusions based on _ similar 
studies made along the North Atlantic 
Coast of the United States are appli- 
cable for conditions in the Gulf Coast 
area, 

Hopkins *’ has pointed out differ- 
ences in oyster culture in waters of the 
Gulf Coast and those of the North At- 
lantic Coast even though the oysters 
are of the same species (Ostrea vir- 
ginica). Oyster reefs on the Gulf Coast 
are usually found in shallow water no 
more than 2 to 8 feet below low water 
level, whereas, in northern waters, 
oyster beds may be under much deeper 
water. The shallow bays of the Gulf 
Coast are more readily affected by 
rains and changes in temperature. The 
spawning season of oysters in southern 
waters is long as compared to a short 
season im northern waters. It is known 
that in northern waters low tempera- 
tures are reached and the oysters enter 
a state of hibernation. Water tempera- 
tures reported necessary for hibernation 
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and cessation of water flow and feeding 
in the oyster in northern waters are 
rarely reached in Gulf Coast waters. 
According to Gunter *’ oysters of the 
Gulf Coast do not hibernate, but feed 
and grow mainly during the winter and 
are fattest in the late winter and early 
spring. 

Galveston Bay and its oyster reefs 
have been described by Galtsoff.** The 
bay extends 24 miles from its entrance 
at Galveston Island to Morgan’s Point 
at the mouth of San Jacinto Bay. It 
has an average depth of 7 feet. Its 
branches are East Bay, which is sepa- 
rated from Galveston Bay by an oyster 
reef (Hanna Reef), Trinity Bay on the 
north, and West Bay on the south. Red 
Fish Bar is a chain of oyster reefs ex- 
tending from Edwards Point to Smith 
Point, and divides Galveston Bay into 
southern and northern parts. Three 
major watersheds discharge fresh water 
into Galveston Bay. The Buffalo 
Bayou watershed collects water from 
the Houston area and serves as the 
Houston ship channel. Buffalo Bayou 
watershed is 75 miles long and is 1,065 
sq. mi. in drainage area. It enters 
Galveston Bay through San Jacinto 
Bay at Morgan’s Point. San Jacinto 
River watershed serves a drainage area 
3,018 sq. mi. in area and heads 140 
mi. from its entrance to Galveston Bay 
at San Jacinto Bay. Trinity River 
serves a large area, 17,600 sq. mi. in 
drainage area, and heads 360 mi. from 
its mouth at the northern part of Gal- 
veston Bay. 

Three oyster reefs in Galveston Bay 
are used for commercial harvesting. 
The locations of Hanna Reef and Red 
Fish Bar are mentioned above. Half- 
Moon Reef was the third reef studied 
in this investigation and is located ap- 
proximately 1 mi. east of Texas City 
and north of the Texas City dike. 

Uatreated and partially treated sew- 
age enters Galveston Bay from several 


sources. Houston, during the year of 
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this investigation, was discharging un- 
treated and partially treated sewage 
into Buffalo Bayou. Texas City dis- 
charged daily approximately 500,000 
gal. of domestic sewage directly into 
Galveston Bay south of the dike, and 
the city of Galveston discharged ap- 
proximately 12,000,000 gal. of sewage 
daily into the harbor north of the city 
between Galveston and Pelican Islands. 
Smaller communities around the bay 
and located on Buffalo Bayou and 
Trinity River contributed to the 
pollution. 


METHOD OF STUDY 

Five water samples were collected 
from each reef every month from 
March, 1944, through January, 1945, 
with the exception of the months of 
April, May, and June, 1944. Oyster 
samples were collected from each reef 
every month from July, 1944, to Janu- 
ary, 1945. 

Both the total coliform content and 
the Escherichia coli content were de- 
termined on all water and oyster sam- 
ples using the procedures of Standard 
Methods for the Examination of Water 
and Sewage** to determine the most 
probable number per 100 ml. of sample 
by inoculating 5 portions in each of 3 
dilutions in geometric series in tubes 
of lactose broth, streaking to E.M.B. 
agar and transferring typical coliform 
colonies to lactose broth and citrate 
agar. The oysters were prepared and 
studied according to Recommended 
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Procedures for Basteriological Examing. 
tion of Shellfish and Shellfish Waters: 
Koser’s citrate broth was used to dif. 
ferentiate E. coli from other coliform 
organisms. 

Measurements for salinity and tur. 
bidity were made on each sample o/ 
water. Water and air temperatures 
were recorded at the time of collection. 


RESULTS 

The coliform content of the water 
(Table 1, Figure 1) was found to be 
greatest in late winter and early spring. 
The two reefs, Red Fish and Half 
Moon, which are close to sources of 
pollution, showed a decrease during 
summer months. The coliform content 
of water over Red Fish and Half Moon 
Reefs decreased from 947 and 852 re- 
spectively in March, to less than 10 
for Red Fish and less than 30 for Half 
Moon in July. These lower values 
were held through the summer and fall. 
In January the coliform content in- 
creased to 482 for Red Fish and 378 
for Half Moon. Hanna Reef which 
is not near the ship channels and less 
subject to currents which would ac- 
cumulate sewage, showed least evidence 
of pollution; the highest coliform con- 
tent found was 11 in March. 

The coliform content of the oysters 
(Table 2, Figure 1) in general follow 
the same course as that of the water. 
The coliform contents of oysters in 
July were Red Fish 49, Half Moon 100, 
and Hanna 49. Red Fish and Hanna 


TABLE 1 


Coliform Content of Water Samples 
Most Probable Number per 100 ml. 


Mar. 
947 
1,600 
350 
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1,600 
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FicurE 1—Mean Coliform Contents of Oysters and Water over the Oyster 
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Beds from 


March, 1944, to January, 1945 


4 


Oysters ~ 


Mo nth S 


TABLE 


Coliform Content of Oysters 
Most Probable Number per 100 mil. 


Aug. Sept. 
Red Fish 
Half Moon 


Hanna 


showed decreases to numbers less than 
10. Half Moon fluctuated between 13 
and 45 from August to November. 
Half Moon showed an increase to 110 
in December and 240 in January. Red 
Fish showed the highest coliform con- 
tent observed in January when an in- 
crease to more than 1,600 occurred. 
The oysters show greater numbers of 


coliform organisms per 100 ml. than 
does the water, as is shown in Figure 1. 
Little information is gained by calcu- 
lating the ratios of coliform contents 
of the water to those for the oysters. 
Ratios vary from 0.008 to 2.7 and do 
not correlate with temperature, season, 
or any other factor studied. 

The turbidity of the water was found 
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to be high (400-550 p.p.m.) in late 
winter and fell to approximately 50 
p-p.m. in July, a value held until De- 
cember. In January turbidity in- 
creased to 110-215 p.p.m. All reefs 
showed approximately the same fluctua- 
tions in turbidity during the year. 
Salinity of the water was low during 
the winter months and higher during 
summer and fall. Half Moon Reef 
being nearest the Gulf showed naturally 
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the greatest salinity and Red Fish Reej 
the lowest, since it is nearest the mouth 
of Buffalo Bayou and Trinity River. 
Since Half Moon Reef showed greater 
evidence of pollution than Red Fish 
Reef, it can be concluded that cities 
discharging domestic sewage near the 
Gulf end of the bay contribute to the 
pollution of the oysters in the bay, in 
that sewage is carried into the bay by 
tidal currents; otherwise Red Fish Reef 


Figure 2—Relationship of E. coli to Total Coliform Water Samples over Oyster Beds 
in Galveston Bay in Comparison with Total Stream Flow into Galveston Bay during 


the Same Season 
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GALVESTON BAY 


would show greater evidence of pollu- 


tion than Half Moon Reef since all 
the fresh water entering Galveston Bay 
irom the Trinity River and Buffalo 
Bayou watersheds crosses Red Fish 
Reef. 


It was observed that during the 
period of this investigation the tem- 
perature of the water never reached the 
point necessary for hibernation of the 
oysters and cessation of water flow 
through the oysters. In the 20 year 
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period (1922-1942) the lowest mean 
temperature value for any month was 
7.9°C., which occurred in January, 
1940. The minimum temperature fell 
below 5°C., the temperature reported 
by Galtsoff as necessary for cessation 
of water flow, during the years 1924 
(4°C.) 1940, (1.5°C.), and 1942 
(4.5°C.). It can be concluded that 
oysters in the Gulf Coast area rarely 
reach the low temperature at which 
water flow ceases and bacterial flora is 
decreased as reported by investigators 
who have made similar studies in North 
Atlantic waters. 

A comparison of Figures 1 and 2 
shows that the coliform contents of the 
water and oysters during the year vary 
directly with the stream flow into Gal- 

veston Bay. They vary inversely with 
the temperature of the air and water. 
It is natural that salinity varied in- 
versely and turbidity varied directly 
with degree of pollution, since these 
factors are dependent on stream flow. 

It is evident that a high coliform 
count in the water and oysters occurred 
concurrently with an increased flow of 
fresh water into the bay during the 
winter and spring seasons. The coli- 
form content of the oysters increased 
as the temperature of the water de- 
creased, and was highest during the lat- 
ter part of the “oyster season.” These 
findings are in contrast to the reports 
of Gorham and Joseph,’® who re- 
ported higher coliform counts during 
the summer and lower counts during 
the winter. 

Figure 2 shows the relationship of 
E. coli to the total coliform content of 
the water samples. The ratios of the 
mean values of E. coli to the total coli- 
form content of the samples have been 
calculated as percentages and sub- 
tracted from 100 per cent in order to 
invert the curve for better comparison 
with variation in stream flow. It can 
be observed that as the stream flow 
was at a minimum during the summer 
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and fall season, the percentage of F. 
coli among the total coliform group in 
creased. As stream flow into the ~~ 
increased in December and January 
the percentage of E. coli decreased. 

It is possible that these results may 
be explained by differences in dilution 
of sewage by drainage water during 
various seasons. In winter and spring 
there is more rainfall and greater dilv- 
tion of sewage with a decrease in E. coli 
per unit volume of water. In the sum- 
mer and fall seasons there is less rain- 
fall over the drainage area and the de- 
creased dilution of sewage results in 
an increased percentage of E. coli in 
the total coliform group per unit volume 
of water. 


SUMMARY 

The changes in coliform content of 
oysters and water above the oyster reefs 
in Galveston Bay, Tex., were found to 
decrease in the spring, remain at low 
level from July to December, and in- 
crease to high values during January. 
This is in contrast to reports made by 
investigators who have made similar 
studies along the North Atlantic Coast 
and report a decrease in coliform organ- 
isms as the temperature of the water 
falls. 

On the Gulf Coast the temperature 
of the water rarely decreases to a point 
necessary to cause hibernation of the 
oyster and cessation of water flow, thus 
the oysters do not show a decrease in 
coliform content when harvested from 
polluted waters during the usual winter 
temperatures, as has been reported for 
oysters of the North Atlantic Coast. 

Oysters usually showed greater pol- 
lution than the water, however, ratios 
of coliform contents of water to oysters 
did not correlate with other factors 
studied and were of no_ informative 
value. 

The total volume of water entering 
the bay each month correlated with the 
degree of pollution. Salinity varied in- 
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versely with the volume of water enter- 
ing the area and inversely with the 
coliform content. Turbidity of the 
water varied directly with the water 
volume and directly with the coliform 
content. 

The percentage of E. coli to total 
coliform flora in the water over the 
oyster beds increased from July to 
November as stream flow was minimal. 
The percentage decreased markedly in 
December and January as stream flow 
into Galveston Bay increased. 
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Modified Self-Selection Method of 
Feeding Preschool Children 
in the Home’ 


MARGARET F. GUTELIUS, M.D. 
Dysentery Control Project, Pharr, Tex. 


bi HERE are two problems in nutri- 
tion which confront the housewife 
and mother: (1) The adaptation to the 
home of the modern knowledge of nu- 
tritional requirements, and (2) the 
proper handling of children so that they 
will take adequate diets. Psychologists 
have pointed the way to avoiding feed- 
ing difficulties, but the practical appli- 
cation of their principles in the home 
has not been extensively studied or re- 
ported upon except for infants. 

One basic approach to these prob- 
lems is the use of free choice in all that 
pertains to eating. Richter * has demon- 
strated in animals with a specific de- 
ficiency the marked ability to select 
the food factor needed. Davis ** has 
shown that both infants and children in 
hospitals maintain excellent health and 
develop no feeding problems when al- 
lowed to choose their own meals. These 
experiments involved offering a wide 
variety of foodstuffs, the use primarily 
of natural foods, and the avoidance of 
any psychological barriers to the enjoy- 
ment of meals. 

A similar freedom in eating is recom- 
mended by many pediatricians for the 
home.* For infants this method has re- 
ceived wide attention and acceptance.** 
Babies on a self-demand schedule grow 
normally and quickly form regular hab- 


* Presented before the Maternal and Child Health 
Section of the American Public Health Association at 
the Seventy-fifth Annual Meeting in Atlantic City, 
N. | = October 6, 1947 


its. A choice of formulas need not be 
offered since infants show no marked 
preferences.” This regime offers few 
difficulties for the parents. 

Free choice for preschool children at 
home has not received the same study 
and presents certain problems. 

1. The preparation of meals at irregular 
hours or of a wide variety of foods for each 
meal is seldom possible. 

2. The extensive use of highly demineralized 
and devitaminized foods, especially sugar and 
white flour products, probably limits the 
freedom of choice which one can safely allow 
In some homes it may even be impossible for 
self-selection to result in an adequate diet. 
Moreover, even when the home diet is good, 
children are over-stimulated to take the above 
foods because in our civilization they are for 
sale on every street corner 

3. It is more difficult for a parent than for 
a supervisor in an institutional experiment to 
avoid concern over what and how a child eats 

4. Finally, the example set by parents at 
meals is important. 


The experiences reported here took 
place in a home where both parents are 
physicians. The two girls are at pres- 
ent 6 and 4 years old. The elder, F., 
was about 18 months of age when the 
free-choice method of feeding was un- 
dertaken. As an infant she had not been 
kept to a rigid schedule or forced to 
eat. On the other hand, Cesire to eat 
had not been given prime importance 
in planning her schedule. Furthermore, 
this parent worried considerably over 
food intake. Games and tricks were 
tried to encourage her to eat, but with- 
out success. She seemed te be con- 
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<yming very little and was taking an 
hour for a meal when the change in 
parental attitude began. Despite the 
fact that both parents accepted the 
logic of the new regime to which they 
had given some study, there was a cer- 
tain amount of emotional difficulty in 
changing to a policy of laissez faire. 

The younger child, S., was allowed 
from birth to choose the time for her 
feedings, the quantity, and later the 
type of food she desired. She always 
had a good appetite. By 15 months of 
age she was feeding herself without 
help. She was able to use a spoon cor- 
rectly and took a large part of her 
liquids from a cup. 


MODIFIED SELF-SELECTION METHOD 

When F. was 18 months of age the 
following method of feeding was be- 
gun and has continued to date. S. was 
put on the same regime when she 
reached 15 months. At the time of 
starting, both children were eating 
without help from an adult. 

Three meals a day are prepared a 
regular hours unless the children ask to 
eat early and it is convenient for them 
They are usually fed by them- 
selves in the kitchen before the parents 
eat. The table is set attractively. Only 
small portions of each food are put on 
their plates. The mother remains with 
them giving her attention to other work, 
but ready to help them if they ask for it. 

lhe children are allowed almost com- 
plete freedom in what they eat and how 
they eat it. They may ask for food not 
on the table or take nothing at all. When 
they ask for something which is not con- 
venient to prepare or which is not in the 
house, they are promised the food at the 
earliest possible date. They are allowed 
any quantity of the foods available 
(with the exceptions noted below), any 
variety, and all the time they want for 
eating. They may eat with their fingers, 
drink from a bowl, sing. They may play 
while eating, play with the food, or take 


to do so. 
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it outdoors to eat. They do for them- 
selves as much as they wish. 

The adult present makes no com- 
ments and shows no concern over the 
foods chosen or the quantity eaten. Ac- 
cidents are cleaned up calmly and the 
child often helps. The children are ad- 
vised not to take or ask for more food 
then they feel they can eat. Table man- 
ners are not mentioned until the child 
shows an interest in the matter. 

In addition to three meals daily there 
are always available certain ready-to- 
eat and non-messy foods that the child 
can get at any time of day. Also the 
parent, if not busy, gets any easily pre- 
pared food when the child asks for it. 

There are some rules for behavior and 
these are enforced: (1) Only certain 
places are used for eating. (2) Food is 
not to be thrown about or wantonly 
made unfit to eat. (3) The children 
are not to annoy their parents when the 
latter are eating. 

The meals consist of simple foods 
easily prepared. For breakfast, eggs 
in various styles, any of some dozen 
cereals, and several fruits are offered. 
Lunch and supper are much alike. Be- 
sides numerous fruits and vegetables 
(usually raw), therg is a choice of at 
least two meats. As a rule only one 
meat requires cooking, the other being 
served cold from a previously used 
roast, ham, or fowl. Milk and bread are 
offered for each meal, and another con- 
centrated carbohydrate besides the 
bread. A limited amount of one of the 
foods commonly called “ dessert” is set 
out with the rest of the meal or when 
requested. Dishes requiring long prepa- 
ration are rarely used. The usual meal 
is prepared and consumed in 20-40 
minutes. Exceptions occur when oven- 
cooked foods are served or a food jag 
appears. In the latter case repeated or- 
ders have to be filled. 

In the early months a 
variety of choices was served, 
the children learned to talk well, 


fairly wide 
but after 
it be 
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TABLE 1 


Typical meals from various days showing the foods offered and the amounts eaten by each child 
The foods offered include only those actually set out or suggested by adult 


Foods Offered Foods Eaten 
Breakfast S. Age 2 F. Age 3% 


Milk 

Eggs 

Cereals, dry 

Bread, whole wheat with oleo 
Oranges 

Apples 

Prunes, dry 


oz. 0 
omelet 1%4, soft boiled 
% shredded wheat in egg 
slice, toasted 
peeled 


slice toasted 
sliced 


> 


Ow 


Lunch 

Milk 

Chicken (cold) 
Hamburger 

Bread with oleo 
Sweet Potato, baked 
Carrots, raw 

Peas, raw 

Bananas 

Pears 

Candy, homemade, small 


oz. 
second joints 


oz. 
slices white 


small 


teaspoon 


shredded wheat with evaporated 
milk and brown sugar (requested) 


Supper 3. 

Milk 4 oz. 

Lamb chops 0 small 

Liver, left over Bite 

Brown rice 0 3 bowls with evaporated milk 
brown sugar 

Waffle, whole wheat, cold 1 with cream and brown sugar 

String beans, cooked 0 whole 

Artichoke, cooked, cold 10 leaves 

Grapes 12 

Orange juice 1 oz. 

Cookie, homemade, small 0 


TABLE 2 
Complete Eating Schedule for a Day 


S. Age 3% 
Breakfast Milk, 9 oz. 
7:20-7:40 A.M. at kitchen table Whole wheat bread, 1 slice with butter and apple 
butter 
Orange juice, 9 oz. (unsweetened, canned) 
9:00 A.M. in kitchen Apple, asked to have it cut 
9:30 A.M. in kitchen Milk, 6 oz., helped self 
11:00 A.M. taken outdoors Peanuts, 2 handfuls, helped self 
11:30 A.M. taken outdoors Carrots, 2 raw, helped self 


Lunch 
12:00-12:15 P.M. at kitchen table Milk, 4 oz. 
Bacon, 3 strips 
Whole wheat bread, 1 slice with butter and apple 
butter 
1 small homemade candy 
3:P.M. in kitchen 6 oz. orange juice, helped self 
4:00 P.M. in back yard Potato chips, 3 cups, helped self 
5:30 P.M. in back yard Cucumber, %, helped self 


Supper 
6:00-6:25 P.M. at kitchen table Milk, 10 oz. 
Fs 
Salmon, 2 tablespoons (canned, opened for cat) 
Celery, % stalk 
Okra, 2 whole, raw 
Ice Cream, homemade, 2 tablespoons 
8:00 P.M Apple juice, 6 oz. helped self 
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came possible to display less and to ask 
what they wanted from the foods avail- 
able [hey are not pressed for a deci- 
sion and some variety on the table is 
found to stimulate their interest. 

lhe foods offered the children are for 
the most part natural products, and an 
effort is made to help them like this 
type of diet by having such foods eas- 
ily available at all times. For example, 
various kinds of fresh fruit are always in 
a bowl on their table. Some raw vege- 
tables are kept in the refrigerator where 
they can be reached when wanted. 
These may include carrots, celery, cab- 
bage, cucumbers, lettuce, string beans, 
green peppers, turnips, cauliflower, okra, 
and peas. Only artichokes, beets and 
corn are routinely cooked. The provi- 
sion of a wide variety is easy under 
these conditions and there is the added 
advantage of preserving minerals and 
vitamins. 

The devitalized foods, especially 
sweets and articles made of white flour, 
are avoided as much as possible. Whole 
grain products including brown rice are 
used almost entirely. Muffins, pancakes, 
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gravies, etc., are made with whole wheat 
flour. Honey and syrups are always on 
hand. These, along with brown sugar, 
are used in cooking and on unsweetened 
cereals. Fancy baked goods and des- 
serts are rarely bought or made. The 
same is true for jams, jellies, and soft 
drinks. A favorite hot weather drink 
is “sweetnin’ water” which is 
syrup in water. 

Only occasionally has it been found 
necessary to restrict the quantity chosen 
by the children from products contain- 
ing white flour. On the other hand, 
sweets except for honey and syrups, have 
always been limited to a very definite 
amount. None are allowed between 
meals. At lunch and supper there is 
usually a choice of one cookie, a small 
piece of candy or ice cream, all of which 
are homemade. This restriction on 
sweets is the only curb imposed on free 
choice other than that made by the type 
of food habitually bought for the home. 

The above regime offers the children 
the opportunity to take a good diet. The 
parents are fortunately able to set a 
good example. They enjoy all foods 


cank 


TABLE 3 


Complete Eating Schedule for One Day 


F. Age 6 


7:30-7:45 A.M. at kitchen table 


A breakfast and lunch) 
Lun 
12 at table 
4 M outdoors 
Supper 
\ P.M. at table 


Powdered milk, 1 bow] with water (equal to | pint 
whole milk) 

Egg, scrambled 

Cereal, cooked Ralston, 3 
sugar 

Bread, whole wheat 

Grapefruit, 


bowls with cream and brown 


1 slice, with butter 


Milk, 4 oz 

Hamburger, 1 medium 
Bread, whole wheat, 1 slice 
Cheerioats—2 handfuls 
Carrot—1 medium 
Candy—1 small 
Watermelon, 1 slice, requested help 
Raisins, 1 handful, helped self 


with butter 


Milk, 5 oz. 

Ham, 2 slices 

Waffles, 3, with syrup and cream 
Okra, 1, raw 

Corn, % ear, cooked 

Peach, 1, fresh 


Ice cream, homemade, 1 scoop 
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and rarely have desserts. It took very 
little effort for them to like the type 
of diet desired for the children. 

Table 1 gives typical menus with the 
foods eaten by each child. Tables 2 
and 3 show complete eating schedules 
for one day. 

RESULTS 

Both children have good appetites 
and enjoy eating. They are self-reliant 
and usually eager to help prepare their 
food by pouring milk, squeezing oranges, 
scraping carrots, slicing cheese, and put- 
ting the scraps in the garbage pail. Be- 
tween meals they customarily help them- 
selves without bothering an adult. 
There is very little fussing over the 
limitation on sweets. Weeks and months 
go by without any request for extra 
amounts of these foods. 

Table behavior has been unconven- 
tional in many respects, but not objec- 
tionable. Also the conduct of the chil- 
dren has consistently become more Civi- 
lized as they grow older. Meals are 
pleasant occasions. The children usually 
eat quickly with little dawdling. Oc- 
casionally, in the early years, a meal 
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lasted an hour. Jumping up from the 
table is still common. Playing with the 
food is usually confined to afternoon 
‘tea parties.’ There has always been 
a minimum of messiness and Spilling, 
Such things as eating with fingers and 
licking the plate are now infrequent. 
At about 5 years of age F. became in. 
creasingly interested in adult table 
manners and at present takes great pride 
when away from home in being polite 
and in eating all that is set before her 
without comment. This was done on 
her own initiative. She is now ready to 
eat with the rest of the family when she 
wishes to do so. 

The foods chosen by the children 
show wide variation in type and quan- 
tity from day to day, and week to week. 
For this reason, in order to estimate the 
composition of their diet, a record was 
kept of everything eaten and the ap- 
proximate amounts in household meas- 
ures over a period of 6 weeks during 
one winter. F. was 3% and S. almost 
2 years old at the time. 

The average daily intake from various 
food groups during this 6 week period 


TABLE 4 


Approximate 


Food Groups Measure 


1. Milk 
(Cheese, ice cream) 
Meat, fish, 
(Legumes, 
3. Eggs 
Vegetables 
Green or Yellow 


Cup (8 oz.) 
fowl 
nuts) * Servings 


No. 


* Serving 


fruit 
foods 


Citrus 
(Other 
vitamin C) 
». Other 
tables 


in 


high 


* Serving 


fruits and Vege- 


* Serving 

7. * Bread or Cereals 
Whole grain or enriched 
products Slices or Bowls 


stutter or Oleo Pats (10 gm.) 
* Servings 
Meat 
Vegetables—1 med. carrot: ™% head broccoli; 
tablespoons cooked vegetables, 
pear, peach, 
etc. 
brown rice, 


Oz 


med. orange 
raisins or grapes, 


waffles, muffins, 


Fruit 1 


t Includes pancakes, 


F. Age 3% 


Average Daily Intake 


Recommended by 
National Food Guide 


2.4 3-4 


1-2 
4 a week 


1 or more 


1 or more 


2 or more 


4 cucumber, % head lettuce, 1 small potato, 2 heaping 


etc. 
banana or apple, 4 


oz. fruit juice, 5 figs or prunes 


popcorn 


| 
re 
1.2 
4 3 
2.6 


shown for each child in Table 4. 
The food groups have been arranged to 
conform with the Basic 7 of the Na- 
tional Food Guide,” except that eggs 
have been taken from the meat group 
to form an eighth group. The final col- 
umn shows the recommendations of the 
National Food Guide. 

It is seen that both children had an 
average daily intake of over a pint of 
milk, more than one serving from the 
meat group, about half an egg, one serv- 
ing of green or yellow vegetables, sev- 
eral servings of citrus fruit, two other 
fruits or vegetables, two servings of a 
grain product and about a pat of but- 
ter or oleo. Not recorded under the 
milk group was a very small amount 
of cheese and ice cream. Not recorded 
under the meat group was a moderate 
amount of nuts and peanut butter 
taken by the older child. Almost all of 
the fruits and vegetables were raw and 
fresh. All of the bread and over half of 
the cereals were of the whole grain vari- 
ety, the rest fortified. 

Beside the Basic 7, the National Food 
Guide lists certain foods which are 
chiefly energy giving, and not shown in 
Table 4. From this group both children 
took a daily average of about one-half 
strip of bacon and one teaspoonful of 
syrup or brown sugar. The older child 
also had approximately one small cookie 
and one-third of a piece of candy. Fi- 
nally, both children received 400 I.U. 
of vitamin D supplement daily. They 
were both sun-tanned at this time as 
they have been the year round since 3 
weeks of age—one advantage of living 
in the South. 

The diets taken by the children are 
entirely satisfactory in comparison with 
the recommendations of the Nationa! 
Food Guide exce pt for milk intake. In 
this case the 3 to 4 cups suggested as 
standard is a general allowance for all 
children, but good authority 
exists for believing that there is an ex- 
ception in the early preschool years 


ages of 
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when a pint is considered sufficient 
There added milk in cooked 
foods taken by these children, and there 
are times when they drink considerably 
more than in the particular 6 week 
period recorded. For the past 6 months, 
they have both been taking about | 
quart daily. 

The average daily intake of the chil- 
dren does not differ materially from 
diets for preschool children prepared 
by Butler’? and Dann.’* These diets 
are more specific than that of the Na- 
tional Food Guide and are designed to 
meet the daily allowances for various 
nutrients recommended by the Commit- 
tee on Food and Nutrition of the Na- 
tional Research Council.'* 

The daily intake as tabulated sup- 
plied 1,200-1,500 calories. It was high 
in protein and low in carbohydrate when 
compared to the usual American diet. 
The vitamins were abundant. 

In addition to taking an adequate 
diet the children present certain eating 
habits which are of interest. About one- 
third of the food is taken between meals 
but this consists for the most part in 
fruits, vegteables, and milk. One meal 
daily is usually much larger than the 
others but which meal is hearty varies 
from time to time. The quantity taken 
on some days may be several times 
greater than that taken on other days. 
An enormous appetite may last for weeks 
to be followed by a sharply reduced in- 
take for no apparent reason. 

The children prefer each food by it- 
self and dislike such mixtures as stews, 
hash, and fancy salads. Even salt is 
often taken alone especially in hot 
weather. They have developed a taste 
for raw foods and whole grain products. 
There is a large amount of roughage in 
their diets, but it does not seem to upset 
them. An occasional loose stool or the 
presence of undigested food particles in 
the stool has never been followed by 
diarrhea. They preferred the “ dessert ’ 
in the middle of the meal until recently 


was some 
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when they started taking it at the end. 

The children tend to limit the variety 
at any one meal and concentrate on 2 
or 3 foods, although this tendency has 
become less marked as they grow older. 
The extension of this tendency, the so- 
called “ food jag,” is very common, and 
it may last for days or weeks. There 
have been jags on almost every well- 
liked food including numerous fruits 
and vegetables. On various occasions a 
meal has consisted of a large amount of 
a single item, e.g.: 6 eggs, 3 cucumbers, 
6 chicken legs, 2 large cans of evapo- 
rated milk, 7 bananas, or 8 slices of 
bread. One child asked for shredded 
wheat at every meal for several weeks. 
Watermelon season has been celebrated 
by having watermelon 6 to 7 times daily 
for a week. No gastrointestinal upset 
ever resulted from these jags. In spite 
of the tendency to concentrate, very 
few days have passed without there be- 
ing some choice made from every food 
group. Especially milk and citrus fruit 
are rarely skipped entirely. At present 
about one-half or more of the individual 
meals are well “ balanced.” Each child 
consistently favors certain foods, e.g., 
one is partial to meats and fruits, the 
other to eggs and cereals. 

The children are not omnivorous eat- 
ers, but they take a wide variety of 
foods which is increasing all the time. 
They like all fruits; almost all kinds of 
meat, fish, fowl, cereal; about 15 vege- 
tables. For some reason they have never 
liked white potatoes except as chips, or 
cooked greens of any kind. It is inter- 
esting to note that even their favorite 
dishes are refused at times. 

Both children have grown and devel- 
oped normally and show no tooth decay. 
One is unusually tall, both have always 
been slender but firm and _ strong. 
Table 5 shows the height and weight 
records. Their growth curves are 
within normal levels. 

Both children have had occasional 
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TABLE 5 
Lbs.—Ozs. 


Weight 


Age—Yrs. F. 
Birth 7-3 
19-5 

25-0 

32-0 

37-8 

42-0 

46-0 


20.0 
30.5 
36.3 
40.0 
43.0 
45.5 
47.7 
upper respiratory infections after | year 
of age, but no serious illness. There have 
been very few and very minor digestive 
disturbances. Neither child has ever 


taken or needed a laxative or enema. 


DISCUSSION 

The success of this method of feed- 
ing children presupposes a fundamen- 
tally happy home without undue emo- 
tional tensions in fields other than eat- 
ing. It would seem that these tensions 
may well upset the appetite even when 
the feeding method itself is sound. 

It cannot be assumed that this method 
will necessarily be successful with a 
child who has already acquired faulty 
eating habits. Cure is more difficult than 
prevention and cannot be discussed here. 

The satisfactory operation of the re- 
gime obviously depends on the attitude 
of the parents. It has not been easy to 
overcome worry and anxiety about what 
the children eat. Nor has it been easy 
to avoid showing annoyance at uncon- 
ventional behavior and food jags. It is 
also clear that the example of the par- 
ents in eating and liking a simple diet 
and eschewing too highly processed 
foods is of basic importance. 

The program can certainly be car- 
ried out more conveniently and happily 
when the children eat by themselves. 
Observations at the homes of friends 
have demonstrated the ease with which 
parents become short tempered when 
small children eat at the same table 
with grownups. 

The diet as outlined may involve ex- 
tra expense for the home, but there is 
no reason why the same method can- 
not be attempted with careful planning 
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1y budget. Raw foods have many 
advantages but they are not necessary 

the success of the regime. It may be 
thought undesirable to have so much 
food consumed between meals, but it is 
believed that the children in this record 
would not have taken so many fruits 
and vegetables if they could be eaten 
only with meals. The older girl, since 
starting kindergarten and school, ob- 
tains less between meals without com- 
plaining. One big problem comes in 
avoiding the excessive consumption of 
sweets away from home and on special 
celebrations. This difficulty the parents 
have to manage to the best of their abil- 
ity with ingenuity and forethought. 


SUMMARY 

A modified method of free choice in 
eating is possible for preschool children 
in the home without undue effort or ex- 
pense. The 2 children in this record are 
healthy and happy. They take an ade- 
quate diet and are developing conven- 
tional eating habits in their own time. 
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Nutrition Appraisals in Mexico’ 


RICHMOND K. ANDERSON, M.D., F.A.P.H.A., JOSE CALVO, 
M.D., WILLIAM D. ROBINSON, M.D., GLORIA SERRANO, 
M.D., anpD GEORGE C. PAYNE, M.D., F.A.P.H.A. 


URING the years 1942-1945 in- 

clusive, a series of nutrition ap- 
praisals were carried out in selected 
population groups in several areas on 
the high central plateau of Mexico 
under the codperative auspices of the 
Mexican Ministry of Health and the 
International Health Division of The 
Rockefeller Foundation. Although the 
results of these investigations have been 
reported,’* it seems worth while to 
summarize them briefly here and to pre- 
sent certain additional data*»® so that 
a more, comprehensive picture of the 
nutritional status and food habits of the 
Mexican people may be available. 

The work already reported included a 
study of the nutritional conditions of 
the residents of the crowded Santa Julia 
section of Mexico City (altitude ap- 
proximately 7,500 ft.), occupied by 
economically poor wage earners’; a 
special study of a group of women in 
this area during pregnancy and after 
delivery *; an appraisal of the condition 
of a number of economically poor fami- 
lies before and after they were fed for 
periods of 8 to 16 months at a govern- 
ment operated dining room (comedor) 


* The studies and observations on which this report 
is based were conducted under the auspices and with 
the support of the International Health Division of 
The Rockefeller Foundation in coéperation with the 
Ministry of Public Health and Welfare of Mexico, 
and its subdivisions—the National Institute of Nu- 
trition and the School of Hygiene. 

+ Studies made under the auspices of the Pan 
American Sanitary Bureau, the Department of Nu- 
tritional Biochemistry of the Massachusetts Institute 
of Technology (supported by the Kellogg Foundation), 
the Mexican Ministry of Health and Welfare, and 
the International Health Division of The Rockefeller 
Foundation, supplied information for an evaluation of 
nutrients in Mexican foods. 
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in Mexico City*; and a study of the 
dietary habits and the nutrition of 
Otomi Indians in four villages in the 
Mezquital Valley about 75 miles north 
of Mexico City (altitude approximately 
6,500 ft.), unquestionably one of the 
poorest areas of the country. 

In addition, observations have been 
made in the small village of Yustes in 
the Bajio area of the State of Guana- 
juato (altitude approximately 6,000 
ft.),° and in the village of Capula, near 
Lake Patzcuaro, in the State of Michoa- 
can (altitude about 6,200 ft.) 
Yustes lies in one of the country’s 
richest agricultural regions, formerly 
occupied by large haciendas which are 
now divided and turned over to the 
villages as communal lands and _par- 
celled out among the families for culti- 
vation. Most of the families have 
enough land to produce food for their 
own needs and to furnish cash incomes 
to provide for other necessities of living. 
The residents of this village, alone 
among the groups studied, were prob- 
ably not restricted as to caloric intake 
because of poverty. They are chiefly 
of Otomi Indian ancestry but have 
some admixture of white blood. The 
inhabitants of Capula are _predomi- 
nantly. Tarascan Indians, although they 
no longer use their native tongue and 
many have abandoned their native cus- 
toms. They engage in agriculture, 
pottery making, and charcoal produc- 
tion. Economically they are somewhat 
poorer than the Yustes families but 
are better off than the other groups 
studied. 


—$—$$$ 
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PROCEDURES 

The family was the unit of investiga- 
tion in every study. Individual diet 
records, usually for a 7 day period, were 
— for each member of the fami- 
lies participating in a study. A med- 
ical history was obtained for each indi- 
vidual, and each was examined for 
signs or symptoms of deficiency dis- 
eases. The slit lamp and biomicroscope 
were used for examination of the 
cornea, bulbar conjunctiva, gums and 
tongue. From each person over 2 years 
of age approximately 20 ml. of blood 
was withdrawn for laboratory examina- 
tion. Four ml. of each sample was 
oxalated with a mixture of dried potas- 
sium and ammonium oxalate ® and used 
for the hematologic examination, in- 
cluding hemoglobin® and hematocrit ® 
determinations and red cell count. The 
remainder of the sample was used for 
determining the total serum proteins 
and albumin by the quantitative biuret 
method,!® the serum carotene and vita- 
min and the ascorbic acid.!* For 
children between 2 and 5 years of age 
alkaline serum phosphatase was also 
determined.'* In areas where malaria 
and intestinal parasite infections were 
prevalent, blood smears were examined 
for the presence of plasmodia and stool 
examinations were made. Such exami- 
nations were also made in other areas in 
special cases. 

Diet Records—Each family in a 
study area was visited daily for one 
week, usually at the time the main meal 
was being prepared. The composition 
of the meal was recorded, and the 
weights and volumes of the foodstuffs 
used were determined by means of 
beam balance and measures. The 
of all food consumed by indi- 
vidual members of the family each day 
was kept on the basis of household 
measures or in terms of portions of the 
various dishes eaten by each person. 
In so far as possible, foods eaten away 
from home were also recorded. 


record 
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On the day of the first visit to a 
family an inventory of the food in the 
house was taken, and a record was kept 
of that acquired during the week. 
Waste was accounted for as far as pos- 
sible. At the end of the week a second 
inventory of food was taken. These in- 
ventories, together with the record of 
food purchased or acquired were com- 
pared with the amount consumed so 
that discrepancies might be detected. 
From the record of food consumed by 
each individual the average daily in- 
take of calories, animal and total pro- 
tein, carbohydrates} fat, vitamin A, 
thiamine, riboflavin, niacin, ascorbic 
acid, calcium, phosphorus and iron was 
calculated. 

The food tables used in the study of 
the Santa Julia area were compiled 
chiefly from the English literature 
since at the time of that study no 
analysis of specifically Mexican foods 
for vitamin and mineral content had 
been made. Tables used in later studies 
were based chiefly on analyses of foods 
collected in Mexico during the time of 
these studies, many of them from the 
regions being surveyed." Although the 
number of samples was limited, the 
error was probably less than when cal- 
culations were based on data on foreign 
foods. 

No corrections for cooking losses were 


made. Tortillas, the outstanding con- 
stituent in the Mexican diet, were 
analyzed as prepared for eating. Chili 


peppers, both dried and green, are com- 
monly ground and eaten without cook- 
ing. Most fruits are eaten raw. Where 
greens are used they are usually not 
cooked excessively. Beans are fre- 
quently boiled for long periods and 
often fried after boiling. Under these 
circumstances it seemed inadvisable to 
assign an arbitrary figure for loss of 
nutrients in cooking. 


FOOD HABITS 
The Mexican diet is basically that of 
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the aboriginal Indian, influenced to a 
greater or less extent by the Spanish 
and succeeding immigrations, and by 
family economic status. Tortillas, which 
are made of corn, furnish for some 
families from 75 to 80 per cent of the 
total calories consumed; in the quan- 
tities eaten they are important sources 
of protein, carbohydrate, fat, thiamine, 
niacin, calcium, phosphorus and iron. 


Corn is also used in the form of 
“atole,” a beverage; in ‘“posole,” a 
soup; and in tamales. In the cities, 


wheat is tending to supplant corn as a 
basic cereal. Beans of many varieties 
are eaten, occupying much the same 
place that potatoes do in many North 
American diets. Chick peas (gara- 
bonzos) serve both as an animal and a 
human food in certain regions. 

Meat is eaten by families at higher 
income levels, but the Mexican diet as 
a whole is poor in animal proteins. Ex- 
cept on certain large ranches, few cattle 
or poultry are raised, and the meat pro- 
duced is usually sold to buy foods of 
higher caloric value in relation to cost. 
Milk is consumed by persons in the 
higher income groups of the larger 
towns, chiefly through the practice of 
drinking “cafe con leche,” a mixture 
of half or more milk with coffee, usually 


at the evening meal. Among _ less 
favored groups in rural areas, milk 


plays an insignificant role in the diet. 

Although the fruits of Mexico are 
varied, palatable, and nutritious, they 
are frequently neglected in the diet. In 
some arid regions the flowers, fruits, 
and leaves of certain cacti are impor- 
tant sources of nutrients, particularly 
vitamin C. Pulque, a weakly alcoholic 
drink (3 to 5 per cent) prepared from 
the juice of the century plants growing 
on the high central plateau, provides 
good amounts of vitamin C and other 
vitamins when drunk in large quantities. 
While the beneficial effects of pulque 
may be questioned, it would be unwise 
to discourage its consumption in mar- 
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unless more desirable 
these vitamins can 


ginal areas 
sources of 
substituted .* 

Most of the vegetables common jp 
the United States, as well as others, are 
available in Mexico, but individyal 
consumption is low among the poorer 
groups. Truck gardening usually cen. 
ters about large cities; in rural areas 
there is little home gardening. Wild 
plants, many of them nutritious, are 
consumed by persons of low income.‘ 
Chile peppers, which are rich in vita- 
mins, are widely eaten. 

The chief meal of the day is usually 
eaten in the early or middle afternoon. 
Among the higher income families jt 
includes several courses and a variety 
of meats, fruits, and vegetables. Among 
poorer families it usually consists of a 
beverage or soup, tortillas, beans, and 
perhaps a little meat or some vegetable, 
heavily seasoned with chili peppers. On 
weekly market days, on the many fiesta 
days, and on Sundays, larger amounts 
of meats, fruits, and vegetables, plus 
alcoholic beverages, may be consumed 
at this meal. 


- 


INTAKE OF NUTRIENTS 

Table 1 contains the calculated 
average daily intake of calories, pro- 
teins, vitamins, and minerals per person 
in the various groups studied. These 
averages are compared in each instance 
with the National Research Council's 
recommended allowance for moderate 
activity, corrected for the age and sex 
distribution of the persons included in 
each survey. The recommended avet- 
ages as corrected for these factors are 
low for the “comedor” families be- 
cause of the large percentage of chil- 
dren in this group.” 
Except in one group, the caloric in- 
takes were below the recommended 
allowances, but they were not so low as 
those reported for several groups 
studied in the United States.‘*7° Thev 
varied directly with the economic status 
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TABLE 1 
Average Daily Intake of Nutrients 


Santa Julia, 


Mexico City," Otomi Indians ustes Capula, 
Altitude “* Comedor,”’ Mezquital Bajio’’ Area, Lake Patzcuaro, 
7,500 ft. Mexico City Valley Guana juat Michoacan 
diets 540 413 856 15] 137 
we lorie 2,251 1,679 1,70¢ 2,528 2,032 
R.C. recommendation 2,458 2,240 2,430 > 438 > 447 
f recommended 92 75 70 104 83 
yasal cal 1.78 1.50 1.53 2.05 1.75 
' ein (gm.) 78.0 §5.5 51.0 75.1 59.0 
\ I mendation 66.4 62.4 64.0 65.1 67.8 
ecommended 117 89 50 11 87 
animal protein 33 18 4.8 7 13 
A (LI 3,675 2,583 5.498 43 2.022 
nmendation 4,532 929 4,331 4,18 4,493 
recommended 81 6¢ 127 45 
\ ( mg 42.0 22.2 96.3 27.8 16.0 
nmendation 72.6 63.4 65.1 7 72.8 
mmended 58 5 141 4 27 
mg 1.4 l 1.6 4 1.8 
ecommendation 1.2 1.1 bea l 1.2 
of recommended 116 118 133 185 150 
1,000 0.63 0.78 0.94 94 ). 59 
mg 1.4 
ymmendation 1.72 1.51 1.6 1.8 1.71 
recommended 83 49 42 46 41 
0.64 0.4 ».34 ( 
».1 0 9.4 10 
ecommendation 13.1 11.1 11.9 3.4 
nt of recommended 69 54 79 7 5 
16.5 11.4 23.2 
ommendation 11.5 11.1 11.4 11 .¢ 
ecommended 144 103 203 208 
m.) 1.73 0.59 0.82 14 
mmendation 1.04 98 0.96 
mmended 167 60 85 l 
m 1.15 0.9 1.1 1 .S¢ 
P ratio 1.5 0.64 0.75 61 
* The dietary calculations in this study, which were based chiefly on U. S. food tables, are not strictly 
e with the others for which values of Mexican foods were used These Mexican values resulted in 
1 the calculated amounts of vitamins C and A, and some decrease in those for riboflavin, calcium 
sphorus, with levels for the other nutrients remaining approximately the sam 


of the groups: the intake (2,528 tein intakes in all sections were good, 
calories) for the Yustes families, whose with the lowest being 80 per cent of 
consumption was not limited by eco- that recommended. The amount of 
nomic factors, slightly exceeded _ the animal protein consumed was small, 
recommended allowances for moderate however, and many persons ate no pro- 
activity. Although it may not be true tein of this type during the week the 
that intakes as high as this promote diet record was kept. The main 
optimum health, it was our impression sources of protein were corn ~ and 
that the individuals in this group had _ beans. 
the best physiques. Vitamin A intakes varied from 45 to 
In all groups the calories were derived 127 per cent of the recommended 
chiefly from carbohydrates (65 to 75 amounts, and vitamin C intakes from 
per cent), with fat furnishing from 10 22 to 141 per cent of these amounts. 
25 per cent and protein from 10 to Excellent intakes of both vitamins are 
per cent. The average total pro- recorded for the Otomi Indians of the 
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Mezquital Valley, whose extreme pov- 
erty forced them to eat plants not 
ordinarily consumed, many of which 
were found to have a high content of 
these vitamins.*;* Furthermore, these 
Indians drink pulque in large amounts, 
thus adding to their vitamin C intake. 
In the other groups, chili peppers were 
probably the best single source of 
vitamins A and C. 

Thiamine intakes were more than 
adequate for each of the population 
groups. Tortillas were by far the chief 
source, but inasmuch as the amount of 
this vitamin attributed to tortillas is 
based on the analysis of only a few 
samples, the values given may be some- 
what inaccurate. Beans constituted the 
second most important source of 
thiamine. 

Except in the Santa Julia group in 
Mexico City, the average intakes of 
riboflavin were less than 50 per cent 
of those recommended. Improvement 
in riboflavin intake is one of the most 


urgent nutritional needs in Mexico 
today. Milk, high in riboflavin con- 


tent, is available only in small quanti- 
ties, and an early increase in its produc- 
tion cannot be anticipated. Attempts 
to discover and to raise plants that will 
constitute new sources of this vitamin 
would therefore seem worth while. Tor- 
tillas, though not high in riboflavin, 
furnish the major proportion of this 
vitamin in the diets because of the large 
quantities consumed. Beans rank next 
in importance. 

Niacin intakes varied from 50 to 80 
per cent of those recommended and 
were derived largely from corn, i.., 
tortillas. Some was obtained from 
beans and meat. Considering the level 
of the niacin intake and the high corn 
consumption, it is surprising, in view of 
the counteracting effect of corn on this 
vitamin, that more cases of severe 
niacin deficiency, including pellagra, 
were not encountered.’* There are no 
data on the relation of tryptophane in 
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the Mexican diet to the niacin require. 
ment.’® Because the consumption of 
meat and other animal protein is so low 
in many areas, these cannot be the 
major sources of tryptophane. Many 
beans, particularly of the black ya- 
riety,*° have a rather high content of 
this amino acid, but bean consumption 
was not great in some of the groups 
studied. Pulque may also contain this 
amino acid, but many persons take little 
or none of this beverage. Controlled 
studies on the factors in the Mexican 
diet which influence the niacin require- 
ment are needed. 

In all groups the average iron intakes 
were well above those recommended. 
Calcium and phosphorus intakes were 
fairly good and the calcium-phosphorus 
ratios were reasonably favorable. The 
chief source of both of these minerals 
was the tortilla. In view of the ex- 
tremely small amount of milk available 
in Mexico, it is fortunate that the 
manner in which tortillas are prepared 
adds large quantities of calcium to the 
diet.*! 

No attempt was made in these studies 
to measure the vitamin D intakes. The 
average Mexican can, through exposure 
to intense solar radiation, acquire more 
than a sufficient amount of vitamin D. 
The use of fish liver oils or other vita- 
min concentrates was negligible. 


RESULTS OF PHYSICAL EXAMINATIONS 

The most conspicuous clinical signs of 
nutritional deficiency that we observed, 
not only in the areas where our intensive 
studies were made but in practically all 
the regions we visited, were cheilosis 
(angular stomatitis) and glossitis, which 
are usually attributed to absence of 
components of vitamin B-complex from 
the diet. The small amount of thera- 
peutic testing that we did suggested that 
riboflavin deficiency was chiefly respon- 
sible for the angular stomatitis. Most 
cases of glossitis appeared to be of a 
chronic type and due to a mixed vitamin 
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B deficiency. The Mexican habit of 
eating large quantities of hot chili pep- 
pers may have contributed to the glossi- 
Among the few persons to whom we 
save test treatments for this condition 
some responded to riboflavin and some 
to niacin alone, but the most favorable 
response ap peared to follow whole B- 
Skin changes such as 
crack- 


tis. 


complex therapy. 
dryness, St aling, induration, and “ 


line’ were common, but it was diffi- 
cult to determine to what extent these 
might be due poor personal en- 
vironmental hygiene and exposure to 
adverse climatic conditions. 


We saw no pellagra in the groups 
and Yucatan was the only re- 
visited in which it was an im- 
portant endemic disease. Although we 
made no nutrition studies on hospital- 
ized patients, we visited hospitals in 
Mexico rather frequently. Among pa- 
tients in institutions cases of 
severe nutritional deficiency, particu- 
larly those due to B-complex lack, in- 
cluding pellagra, appeared to be more 
common than in the United States. 

The incidence of corneal vasculariza- 
tion was not high in the areas studied 
as compared with that observed in the 
United States,'-* despite the 
low riboflavin content of the diets. We 
have had difficulty in correlating corneal 
vascularization either with riboflavi in in- 
take or with other signs suggestive of 
deficiency of this vitamin, and we ques- 
tion the specificity of this sign, particu- 
larly when it is mild in degree and not 
accompanied by other evidence of ribo- 
flavin lack. 

No peripheral neuritis or other clini- 
cal entities definitely ascribable to thia- 
mine lack were observed in the surveys, 
which was not surprising in view of the 
adequate intakes of this vitamin in the 
populations studied. Persons with vague 
subjective symptoms and mild degrees 
of calf tenderness were encountered, but 
these symptoms in themselves do not 
necessarily indicate thiamine deficiency. 


tudied, 


l we 


these 
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We saw no definite clinical symptoms 
of vitamin A deficiency among the pop- 
ulations surveyed. Xerophthalmia is ob- 
served occasionally in infants in Mexi- 
can hospitals, but we encountered none 
in our studies. We saw no conjunctival 
spots which appeared to be true Bitot 
spots. Mild skin folliculosis was com- 
mon and persons with well marked fol- 
licular hyperkeratosis were occasionally 


seen. We doubt, however, whether 
such signs are diagnostic of vitamin A 


deficiency in the absence of other 
evidence. 

Slit lamp examination of the bulbar 
conjunctiva revealed a high incidence of 
changes sometimes attributed to vita- 
min A deficiency.** These changes ap- 
peared at an earlier age and were of 
a more severe grade than conjunctival 
changes seen in the groups studied in 
the United States. However, no direct 
correlation was demonstrated between 
blood serum levels or dietary intakes of 
vitamin A and these lesions,** either 
among individuals in the same group or 
between average values from group to 
group. In fact the Otomi Indians, with 
the highest intake of vitamin A and the 
best average blood level of this vitamin, 
exhibited the highest degrees of con- 
junctival changes.* These people also 
suffered most from exposure to intense 
sunlight, wind, and dust, which may 
have contributed to the membrane 
changes. 

Gingivitis was prevalent in all areas 
studied, but no correlation could be 
demonstrated between vitamin C _ in- 
takes or blood serum levels and this con- 
dition, either among individuals or 
groups. The Otomi Indians, with the 
worst gums we have ever seen, had the 
highest blood levels and the highest in- 
takes of vitamin C of any group stud- 
ied. The role of other vitamin defi- 
ciencies in this disease, particularly de- 
ficiencies of the B-complex, needs fur- 
ther investigation, but we believe that 
the gingivitis which we encountered 
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Mexico was primarily due to poor oral 
hygiene. 

No cases of clinical rickets were ob- 
served in the surveys, which was to be 
expected in view of the intense solar 
radiation to which most Mexicans are 
exposed. However, occasional cases of 
rickets are seen in Mexico, particularly 
in hospitals. Mothers sometimes shield 
their young children entirely from the 
sun, believing that its rays are harmful 
to them. 

The teeth of the average Mexican 
were found to be excellent. In some 
rural areas nearly 50 per cent of the 
adults had perfect teeth.*:° Fluorosis 
is certainly a factor contributing to this 
condition in many regions, and severely 
mottled enamel is not uncommon. In 
other regions, however, the fluorine con- 
tent of the water probably did not ac- 
count for the excellent condition of the 
teeth.* It is believed by many that the 
amount of calcium consumed in tortillas 
may explain the phenomenon. Further 
studies, however, are desirable. 

Underweight persons, as defined by 
the usual standards, were common in 
the groups studied, and the absence of 
obesity was conspicuous. It is well 
known that undernutrition, unless 
grossly unbalanced, may result in a re- 
tarded growth, thinning of body tissues, 
and lack of physical well-being rather 
than in specific signs of deficiency. Such 
effects of a poor nutrition would be most 
evident during the growing period. It 
should not be inferred, however, that 
the United States type of growth and 
physique would suit the Mexican better 
than his own. The average Mexican is 
probably less active than the average 
American, but he can, when necessary, 
carry heavy loads great distances and 
do work that few Americans would think 
of attempting. 


Of particular interest among the 
physical findings not obviously  re- 


lated to nutrition was the rarity of 
hypertension in the groups studied 
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RESULTS OF BLOOD EXAMINATIONS 

The average hemoglobin and average 
blood serum levels of vitamin A and 
vitamin C for each of the population 
groups studied are shown in Table ? 
according to age groups. The hemo- 
globin averages are considerably above 
those found in surveys in the United 
States, undoubtedly chiefly because o/ 
the altitude of the Mexican communi- 
ties, although the high iron intakes oj 
the people also probably contribute to 
the satisfactory levels. Red cell counts 
and hematocrit values were omitted 
from the table because they were found 
to be in conformity with the hemoglo- 
bin averages. There was, however, a 
slightly high mean corpuscular volume 
which might be ascribed to the altitude 
or possibly to nutritional causes.* 

Of the two Mexico City groups stud- 
ied, the persons participating in the 
“comedor ” experiment showed signifi- 
cantly lower average hemoglobin levels, 
which may have been due partly to 
their poorer diets before they attended 
the government-operated dining room. 
Average hemoglobin levels for the other 
three population groups, all at similar 
altitudes, were virtually identical in 
spite of the fact that the areas were 
widely separated and inhabited by peo- 
ple of different racial characteristics 
and economic status. 

Blood serum levels of vitamin C 
among children were good. The levels 
in general were somewhat higher than 
might have been expected from the in- 
takes of this vitamin. This may be at- 
tributable in part to the small average 
size of the Mexican and to the fact 
that the records of intakes of vitamin 
C were incomplete because of the diffi- 
culty of obtaining accurate information 
as to the fruit and the drinks containing 
fruit juices which were consumed away 
from home between meals. Low levels 
of vitamin C were observed in pregnant 
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TABLE 2 
Results of Blood Examinations 
Santa Julia, ‘‘ Comedor,”’ Mezquital Vustes, Capula 
Mexico City Mexico City Valley Guanajuato Michoacan 
Aititude of region 7,500 ft. 7,500 ft. 6,500 ft. 6,000 ft 6,200 ft 
Number of individuals 534 481 852 183 163 
Hemoglobin (gm./100 ml.) 
yrs 14.2 13.9 13.2 13.3 13.3 
1S vrs. 15.1 14.8 14.2 13.7 14.6 
s. and over (males) 16.9 16.6 15.5 15.5 15.8 
' and over (females) 15.0 14.1 13.8 13 13.5 
Entire group 15.2 14.6 14.1 14.0 14.2 
Serum ascorbic acid mg/100 ml.) 
1-15 yrs 0.96 0.94 Asie 90 0.93 
6 yrs. and over (males) 0.63 0.58 1.2 ).57 0.69 
s. and over (females) 0.68 0.67 1.2 ). 64 0.72 
Entire group 0.83 0.81 1.2 ».72 0.80 
Serum vitamin A(I.U./100 ml.) 
i- 9 yrs. 70 77 74 51 5 
0-15 yrs. 87 82 89 65 70 
6 yrs. and over (males) 127 106 117 82 94 
yrs. and over (females) 97 86 104 73 75 
95 85 98 70 73 


Entire 


group 


women.» The Otomi Indians had the 
highest ascorbic acid serum levels of all 
the groups studied. 

Serum vitamin A values for most of 
the individuals in the areas surveyed, as 
well as for others for whom these values 
were determined in the same laboratory, 
approximated those commonly found in 
the United States. However, in the 
Yustes and Capula areas the average 
values, particularly among children, 
were lower than those usually encoun- 
tered. The groups with the higher vita- 
min A intakes had the higher average 
serum levels. Few of the levels were 
in the range of those ordinarily associ- 
ated with clinical vitamin A deficiency ,~* 
and no persons with classical symptoms 
of vitamin A deficiency were observed. 

Since, from a clinical standpoint, vita- 
min B-complex deficiency was the main 
one encountered, it is unfortunate that 
no practical tests for its presence ap- 
plicable to population groups have been 
developed. Under the best controlled 
conditions the value of excretion tests 
on urine may be questioned, and under 
survey conditions even single samples 
ire sometimes difficult to obtain. How- 
ever, in the hope that information of 


significance regarding a group as a 
whole might be obtained,** in the Yustes 
and Capula surveys riboflavin was de- 
termined in single samples of urine,*° 
and in the Capula survey F. (methyl- 
nicotinamide) was also measured.*° 

Results of the riboflavin excretion 
tests in Yustes are summarized in Table 
3. In view of the low riboflavin intakes 
recorded for this area (Table 1) and 
the prevalence of clinical signs of the 
lack of the vitamin, the low excretion 
levels were not unexpected. Sixty per 
cent of the values were below 0.3 mg. 
per liter, the minimum normal level sug- 
gested by Feder, et a/.** Although there 
was a wide overlapping in values, the 
average excretions for persons with 
cheilosis were less than half those for 
the group as a whole. In spite of the 
errors involved in the use of single sam- 
ples, the observation suggests that ribo- 
flavin deficiency is related to this clini- 
cal sign. 

Of the group at Capula, for which F, 
determinations were performed, 8 per 
cent excreted no methylnicotinamide 
and among pregnant and lactating 
women 17 per cent excreted none. Glos 
sitis, which was probably partially due 
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TABLE 3 


Urinary Riboflavin Excretion * 
Yustes, Guanajuato 


1-9 Yrs. 


Entire group 
No. 
Mean 
S.E.m 


Group with angular stomatitis 
No. 
Mean 
S.E.m 
Range 


Range for persons without angular stomatitis 


* Expressed in terms of milligrams per liter 


to niacin deficiency, was common in 
this group, but the meaning of low or 
absent F. excretions in the urine is too 
obscure at present to warrant drawing 
conclusions. 

Alkaline serum phosphatase determi- 
nations performed on children between 
2 and 5 years of age rarely showed 
values above normal, and they showed 
none within ranges usually associated 
with severe clinical rickets. 

Serum protein levels were adequate. 
In Mexico, as in the United States, we 
have been impressed with the fact that 
few low blood protein values attributable 
to poor nutrition were encountered in 
general population groups. Cases of 
edema were rare and when found could 
usually be ascribed to concurrent dis- 
ease rather than to low blood proteins. 


SUMMARY AND CONCLUSIONS 

Studies of the nutritional status of 
several population groups on the high 
plateau of central Mexico have demon- 
strated that the common dietary pat- 
tern is fundamentally sound. This pat- 
tern is based on a liberal consumption 
of tortillas, beans, and chili peppers, 
supplemented to a greater or less extent 
with foods obtained locally. However, 
the caloric intake is low, little animal 
protein is consumed and _ insufficient 
amounts of riboflavin and niacin are 


16 and over 
(Male) 


16 and over 


10-15 Yrs. (Female) 


21 
0.186 


0.023 


0.204 0.121 


0.06-0.36 0.09-0.50 0.19-0.26 0.06-0.20 0.06-0.59 
0.05-0.71 


0.09-1.98 0.09-4.27 0.07-1.70 0.05-4.27 


obtained from the diet. Thiamine and 
mineral intakes are in general good. 
Clinical evidences of nutritional de- 
ficiencies were uncommon in the popula- 
tion groups studied, but there were in- 
dications of mild deficiencies, particu- 
larly of lack of vitamin B-complex. By 
United States standards the growth oi 
Mexicans is retarded and their stature 
is small; but racial and other factors, 
besides nutrition, may contribute to- 
ward these physical characteristics. 
Hemoglobin levels were excellent, 
partly because of the altitude and 
partly owing to the large consumption 
of iron. Anemia was not often noted. 
Definite clinical evidence of defi- 
ciencies in vitamins A and C were rare. 
Blood serum levels and dietary intakes 
of vitamin A varied from good in some 
groups to moderately low in others. The 
average blood serum level of vitamin C 
for one population group was unusually 
good owing chiefly to the consumption 
of pulque, a mildly alcoholic drink 
which in the quantities taken was a 
good source of this vitamin. Blood serum 
levels of vitamin C in the other popula- 
tion groups were less favorable and in- 
takes were low by present standards. 
While there is need for improvement 
in the quantity and quality of the aver- 
age Mexican diet, attempts at modifica- 
tion should take into account the fact 


Group 
22 38 44 61 ‘ 
0.326 ).426 543 0.30 : 
0.070 0.065 
8 4 3 


NUTRITION 


that there is much of nutritive value in 
the food usually consumed. To try to 
impose the food pattern recommended 
for a United States population upon a 
country like Mexico, with its present 
food resources and economic and social 
conditions might lower rather than im- 
prove the nutritional status of the peo- 


ple 
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ion of the coéperation and facilities afforded 
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Angel de la Garza Brito, Director of the 
School of Hygiene, without whose assistance 
ind support these studies would not have 
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Development of a Voluntary Agency for 
Venereal Disease Control’ 
HERBERT H. COWPER, M.D., M.P.H. 


Los Angeles City Health Department, Division of Venereal Disease Control, and 
the Venereal Disease Council of the City and County of Los Angeles, Inc. 


N 1841, a Frenchman who had visited 
America wrote the following: 


Americans of all ages, all conditions and 
all dispositions constantly form associations 

. religious, moral, serious, futile, extensive 
or restricted, enormous or diminutive .. . 
If it be proposed to advance some truth, or 
to foster some feeling by the encouragement of 
a great example, they form a society. Wher- 
ever, at the head of some new undertakiny, 
you see the government in France, or a man 
of rank in England, in the United States you 
will be sure to find an association . . . I have 
often admired the extreme skill with which 
the inhabitants of the United States succeeded 
in proposing a common object to the exer- 
tions of a great many men, and in getting 
them voluntarily to pursue it.’ * 


The “common object” for the Los 
Angeles Venereal Disease Council was 
arrived at during a teaching program 


in which nurses in service, students 
from the University of California, and 
three schools of nursing were oriented 
in public health as practised by the Los 
Angeles City Health Department in a 
program consisting of two days of 
formal lectures on venereal diseases and 
one month of practical experience in 
the department. Organized to meet 
the requirements of the State Board of 
Nurse Examiners, the first course was 
held toward the end of August, 1943. 
This teaching program, as well as the 
Venereal Disease Council, was conceived 
and developed by a state public health 
nurse assigned’ to the Los Angeles City 


Disease 
Calif., 


at Western Venereal 
Francisco, 


* Address presented 
Control Officers’ Conference, San 
May 25, 1947 


Health Department. She had had ey. 
perience with a lay organization {or 
the advancement of public health in 
Alameda County. She had seen the 
usefulness of that organization in pro- 
moting public health, supplying the 
official health agency with needed per- 
sonnel and equipment items, and in 
bringing to the attention of civic goy- 
erning bodies the importance of an 
adequate budget for health. Certain 
guiding principles in organization were 
obtained from publications of 
American Social Hygiene Association.’ 

The third lecture series for nurses 
was expanded to include a few guests 
from health and welfare agencies 
Other social agencies became attentive 
and the fourth series of lectures was 
attended by approximately 100 persons. 
some attracted by newspaper publicity 
given to the meeting. At this institute 
of November 19, 1943, on the medical 
public health, social, and psychiatric 
aspects of venereal disease control, 2 
panel discussion aroused such interes! 
and so many unanswered problems that 
members of the panel met formally at 
a later date to discuss plans for organ- 
ized venereal disease education in cit) 
schools. 

As a result of general interest, ideas 
unfolded. Some thirty-two additional 
persons, representing City and State 
Departments of Health, schools and 
colleges, newspapers, police officers, 
radio studios, medical specialists, labor, 
Parent-Teacher Association, League 
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of Women Voters, Council of Social 
Aoencies, American Institute of Family 
Relations, and Catholic, Protestant, 
and Jewish church representatives ac- 
cepted invitations to join the original 
panel group of seven. The City Health 
Officer called the first committee meet- 
ing December 7, 1943. Some twenty- 
five attended. A temporary chairman 
and a secretary were elected. The 
chairman appointed finance, planning, 
and nomination committees. A short 
talk on present venereal disease control 
activities was delivered. Committee 
members suggested that more work 
should be done in public education, 
school education, and in the rehabilita- 
tion of sex delinquents. A _ resolution 
was adopted requesting that the Sur- 
geon General make permanent record- 
ings of the K.F.I. radio broadcasts on 
venereal diseases, which at that time 
were receiving national attention. 

The planning committee met again 
in December to prepare for a general 
meeting on January 20, 1944. Four- 
teen more members were added, includ- 
ing representatives from the Merchants 
and Manufacturers Association, Holly- 
wood, political organizations, courts, 
various governmental institutions, and 
other health department members. At 
the January meeting it was reported 
that, due to the influence of the Coun- 
cil, the Parent-Teacher Association had 
employed a nationally known authority 
on sex education for the purpose of in- 
structing teachers in facts and methods 
of presenting sex education in primary 
and secondary schools. This program 
was approved by the Board of Educa- 

Teacher credits were allowed. 

the same meeting, a well known 
lamily relations expert delivered a talk 
on divorce in relation to venereal dis- 
ease, and a professor of psychology of 
a local college presented plans for a 
psychologic work-up for venereal dis- 
ease inpatients. It was thought that 
individual findings of the latter study 


1137 


could be useful in making referrals to 
the rehabilitation program of the Cali- 
fornia Youth Authority. During this 
second meeting, the desirability of hav- 
ing an executive secretary who would 
carry out the instructions of the com- 
mittee, was mentioned. 

The group formally went into action 
February 10, 1944. Regular officers 
were elected, an executive committee 
was selected, the name “ Coordinating 
Committee for Venereal Disease Con- 
trol” was chosen, subcommittees on 
finance, publicity, education, institutes, 
and psychologic studies were appointed, 
and a statement of purpose was formally 
adopted. 

The statément of purpose reads as 
follows: 

It is the purpose of the Coérdinating Com- 
mittee to serve as a clearing house, informa- 
tion center, and medium of exchange for vari- 
ous community organizations which have to 
do with problems relating to venereal diseas« 
control in its broader aspects; to stimulate 
interest in problems that need attention, and 
to extend and facilitate the services of the 
health department in the control of venereal 
disease. The Coérdinating Committee is not 
an operating organization but functions in an 
advisory, promotional and codrdinating ca- 
pacity. Through its services the work of other 
community agencies in the solution of venereal 
disease and related problems is to be promoted 
as well as that of the health department 


This purpose of the organization is 
in effect that of any non-professional 
and nonofficial voluntary health agency. 
It is promotional in character, utilizing 
the methods of education, publicity, and 
propaganda to achieve the two essential 


needs: (1) justification—by carrying 
the gospel, and (2) perpetuation—by 
attracting new members and new sup- 
port. It also enlarges the field of ac- 
tivity to include the basic factors of 
promiscuity and “average of concern 
for body health” in the spread of ven- 
ereal disease as related to education, 
opportunity, housing, medical care, and 
other normal human growth require- 
ments. In line with current thought, 
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the committee was not to carry out 
operational functions. However, some 
operational tasks are necessary even to 
a voluntary health agency. Some tan- 
gible demonstration of usefulness and 
some promotional springboard, such as 
chest x-rays or blood tests, must be 
carried out. 

Following the formal organization of 
the committee, rules of membership, 
policy statements, and a constitution 
were formulated by the executive com- 
mittee and adopted by the membership. 
At each subsequent regular monthly 
meeting, leaders in governmental and 
voluntary agencies presented formal 
talks on their activities in relation to 
venereal disease control. Speakers in- 
cluded members of the police depart- 
ment, judiciary, Department of Insti- 
tutions, Mayor’s office, and Social Pro- 
tective Division of the Federal Security 
Agency. Since the Venereal Disease 
Council was nonofficial and responsible 
only to itself and the public, it could, 
and did, scrutinize the activity of every 
agency. Mystics and logicians alike 
were granted impartial hearings. 

In 1945, the committee was well un- 
der way. Early in the year a resolution 
memorializing the Mayor and City 
Council to study ways and means for 


increasing the health budget, was 
drawn. This resolution was in turn 


backed by the Association of School 
Physicians, Council of School Nurses, 
the Junior League of Los Angeles, Los 
Angeles Central Labor Council, South- 
ern California Association of Life 
Science Teachers, Tenth District 
Parent-Teacher Association, California 
Protective Society, Health Division of 
Welfare Council, League of Women 
Voters, Los Angeles County Probation 
Committee, and a Teachers’ Union. In 
later meetings with the Mayor, sup- 
ported by Army, Navy, and Public 
Health Service officials, an emergency 
increase of approximately $78,000 per 
year was obtained for the health de- 
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partment. This, in my opinion, has 
been the greatest contribution of the 
committee. 

At about the same time, connection 
with the Columbia Foundation® was 
established, and arrangements were 
made for the committee to receive 
grant of $10,000. This fund was made 
available for one year, during which 
time the committee was to demonstrate 
its worth to the community. Support 
during succeeding years was, in the 
Foundation’s judgment, to come from 
other sources. The committee incor- 
porated under the title of the “ Venerea| 
Disease Council of the City and County 
of Los Angeles,” a name adopted 
earlier to eliminate the objectionable 
and indefinite terms of “ Codrdinating ” 
and “Control” and to widen the area 
to be served. 

An excellent selection was made in 
employing an executive secretary who 
was well qualified, scholastically an! 
by experience, and was very personable. 
This selection was possible during a 
time of acute labor shortage because 
of a relatively high salary. He began 
work in July, 1945, 1% years after 
formal organization of the committee 
There can be no doubt about the wis- 
dom of this move, yet in retrospect it 
seems that the Council members’ par- 
ticipation decreased slightly while the 
executive secretary’s responsibilities 
increased. 

A diagrammatic picture of the or- 
ganization from its inception to Janu- 
ary, 1947, is presented by the following 
list of projects and accomplishments. 
The Council: 

1. Revealed as a result of a telephone sur- 
vey that social agencies lacked informatwa 
but had an enthusiastic desire to participate 
in the program. 

2. Instituted psychologic work-ups consist- 
ing of psychometric tests, personality inven- 
tor‘es and aptitudes, on venereal disease pa- 
tients. 

3. Secured Parent-Teacher Association 
funds and sponsorship for a series of lectures 
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in 18 month period on sex education. 
Approximately 850 persons completed the 

4. Surveyed prison facilities for prostitutes 
nd encouraged improvements in jail recrea- 
ti nal and rehabilitation programs. 

Compiled a bibliography on the venereal 

diseases for public libraries. 

Actively supported the health department 
a substantial improvement in the budget 


f 


personnel 

Supported increase in salary for public 
health nurses 

s. Developed with the Board of Education 

sex education lecture series for mothers at- 
ending child health clinics. 

Submitted a resolution to the Board ot 
Education requesting an exploration of needs 
nd methods of sex education in public schools. 
This was formally acknowledged by the Board 
vhich authorized the formation of a study 

mmittee of experts and interested persons. 

10. Actively assisted in the educational pro- 
cram at the local Rapid Treatment Center, 
irranging for circulating library service at 
this institution. 

11. Obtained permission of Catholic author- 
ities to resume showings in schools of the 
film “ Know for Sure,” which had been with- 
drawn due to their objections. 

12. Supplied and distributed many pamph- 
lets on sex education. Prepared the pamphlet 
Do You Know and posters on the Rapid 
Treatment Center for clinic patients. 

13. Maintained an active program of film 
showings and lectures on venereal disease for 
public groups 

14. Materially aided in arranging educa- 
tional and blood survey programs in six 
high schools 

15. Planned four large public institutes on 
all phases of venereal disease control. 

16. Interested a local high school to plan 
and carry out a forum on health and family 
life for Public School Week. Sixteen schools 
participated. 

17. Prepared material and participated in a 
weekly radio program on health and family 
life 

18. Completed a survey of adults regarding 
their source of sex information and_ their 
retrospective views on their schools’ program 

19. Explored the need for an adequate 
teaching film on venereal disease for public 
schools 

20. Initiated five “ work shops” for teach- 
ers on Family Life Education. Approximately 
150 teachers completed these sessions. 

21. Originated a program, with the coépera- 
tion of the Southern California Retail Drug- 


gists Association, for informing druggists re- 
garding the procedure and importance of the 
proper referral of venereal disease patients 

22. Suggested the program of monthly mail- 
ings to private physicians on venereal disease 
trends, diagnosis, and treatment 

The sharing of problems and _ the 
pooling of experience in their solution, 
as exemplified in the Council, leads to 
group participation and group action. 
The process is slow but effective, and 
in looking backward, the number of ac- 
complishments is surprising. 

During the first part of 1946, the 
Council was faced with a termination of 
its funds by July. Several possible al- 
ternatives were presented: another grant 
from Columbia Foundation, which 
seemed unlikely; a special community 
solicitation of funds; Community Chest 
participation or a return to former non- 
budgetary status. The Welfare Council 
of Los Angeles, made up of represent- 
atives of the Community Chest, rec- 
ommended that the Council seek affilia- 
tion with the Los Angeles Tuberculosis 
and Health Association, and that if 
such was accomplished, a grant of $15,- 
000 would be available for the Council’s 
activities. This was in accord with the 
general recommendations of the Gunn- 
Platt report ° which suggested the con- 
solidation of voluntary health agencies 
for the purpose of pooling resources, lim- 
iting the number of public appeals for 
funds, better distribution of expendi- 
tures, and for promotion of general 
health, not specific diseases. 

Though there was some disagreement 
with this report by a member‘ of its 
Advisory Committee, it was almost uni- 
versally agreed that a venereal disease 
organization could not raise public funds 
independently, and should properly 
align with a larger health agency. The 
Los Angeles Tuberculosis and Health 
Association was reluctant to include the 
venereal diseases in its program, but 
after mature consideration and consul- 
tation with the Welfare Council and the 
California Social Hygiene Association, a 
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one year trial marriage was consum- 
mated on February 19, 1947. The offices 
of the Council’s Executive Secretary 
were moved to the Tuberculosis Associ- 
ation and the Council suspended its ac- 
tivities in favor of a committee selected 
by the Executive Board of the Associa- 
tion. Just prior to this union, the 
Venereal Disease Council affiliated with 
the American Social Hygiene Associa- 
tion, and will, with the Tuberculosis 
Association’s committee, serve as the 
local outlet of the American Social Hy- 
giene Association. 

It is believed that this change is a 
step forward for three reasons: (1) A 
certain organizational stability is gained; 
(2) the community standing of the Tu- 
berculosis and Health Association lends 
prestige to venereal disease problems; 
and (3) the educational and promo- 
tional experience and equipment of that 
agency may be directed to study and 
combat the venereal diseases. However, 
certain undesirable elements are attached 
to this amalgamation, i.e., the enthusi- 
asm that accompanies a new and uncon- 
ventional organization is lost; the Coun- 
cil is yoked with the traditions, patterns, 
and dignity of an old and crystallized 
agency; and, due to administrative pol- 
icy, those actively concerned with 
venereal disease control are removed 
from direct relationship with the new 
committee. 

A story of pathfinding experience has 
been given. Welfare agencies of neigh- 
boring communities in Los Angeles 
County are seeking similar organiza- 
tions. According to the American cus- 
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tom, many such organizations are to be 
expected. This writer would advise 
venereal disease control officers to syp- 
port them in their growth and develop- 
ment. They may be harassing and irri- 
tating at times, but they can also be 
very useful in the general promotion of 
the control program. Some will no doubt 
feel that a voluntary agency for the 
venereal diseases is not justified since 
the efforts of official agencies are well 
organized and developed. No one, how- 
ever, will disagree that promotional ac- 
tivity could be multiplied and improved, 
or that the underlying factors in the 
spread of these diseases have scarcely 
been touched. 
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Prentiss, P.H.N., Chairman of the Finance 
Committee; Albert Torribio, past Executive 
Secretary, and Daniel Howell, present Execu- 
tive Secretary of the Venereal Disease Council 
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Study of Vision Testing Procedures: 


THOMAS E. SHAFFER, M.D. 


State University, 


fee: report deals with some obser- 
vations made during a study of the 


vision of children carried on at the 
University School, Ohio State Uni- 
versity, in the spring of 1947. The 
tudy consisted of a thorough appraisal 


f the ocular functions of 203 children 
the first through the eleventh grades 
nd was a codperative undertaking by 
of the staffs of the College 
Medicine, the College of Education, 
ind the School of Optometry. A num- 
people contributed services and 
idvice, and I am particularly indebted 
Dr. Claude S. Perry of the Depart- 
ment of Ophthalmology and to Dr. 
Glenn A. Fry and Dr. Howard F. 
Haines of the School of Optometry 
assistance in all stages of the 
nvestigation. 
(he main purpose of our study was 
evaluate several widely known 
reening methods for testing visual 
nction and to bring forth, if possible, 
me facts upon which plans for a 
sion testing program could be based. 
he need for periodic vision testing 
schools has been amply demon- 
strated. School physicians, nurses, and 
idministrators are now faced with the 
roblem of dec iding upon the scope and 
ethods to be used in such a program. 
Methods and Procedure—By random 
election, determined only by the order 
in which parental permission was re- 


members 


} ; 
er 


the School Health Sectior ol 
Pul Health Association at the Seventy 
ting in Atlantic City, N. J., October 


iate Professor of Pediatrics and Physician, University School, The Ohio 


Columbus, Ohio 


ceived, 203 pupils from the Ist through 
the 11th grades took part in the study. 
The Snellen Test for visual acuity 
at 20 ft., the Massachusetts Vision 
Test,':* and the Keystone Telebinocu- 
lar Tests* were administered to each 
subject in an unhurried fashion and in 
quiet surroundings. For the Snellen 
Test, the illiterate “E”’ chart, arti- 
ficially and evenly illuminated, was 
used. In administering the Massa- 
chusetts and Keystone Tests, the pro- 
cedures prescribed in directions accom- 
panying the apparatus were followed 
meticulously, except that the three 
parts of the Massachusetts Test were 
given, regardless of failure in one part. 
Additional procedures were employed, 
including tests for color-blindness, eye 
dominance, and near visual acuity. The 
same examiners also made precise 
measurement, in prism diopters, of ocu- 
lar muscle functions. 

Soon after these 
the same day, each subject was given 
a complete examination, with cyclople- 
gia to relax accommodation, by an 
ophthalmologist. This examination 
included a search for pathologic condi- 
tions within and surrounding the eyes, 
and determination of refractive error by 
both retinoscopic and subjective meth- 
ods. Some time later, after the effects 
of cycloplegia had completely disav- 
peared, each child was reéxamined to 
determine the amount of correction 
required to obtain maximal acuity with 
For eval- 


tests. but not on 


accommodation functioning. 
uative purposes in this study, the cor- 
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Detection of uncomplicated muscle imbalance by screening. - 


Note: The small bar-graph on the left side of Figure 1 and Figure 2 shows the dis- 
tribution of cases with refractive error (vertical lines), cases with muscle imbalance 
alone (vertical lines) and cases with normal vision (unlined) among the total group 
of 188 children. 
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rection required at this post-cycloplegic 
examination has been recorded as the 
refractive error. 

Subjects who wore glasses were usu- 
ally tested with and without them. 
With few exceptions the data used for 
these individuals are the results ob- 
tained with glasses, and opinion on need 
for referral is based on the difference 
between our refraction and the correc- 
tion afforded by the subject’s glasses. 

Results—After elimination of incom- 
nlete records due to absence during part 
of the examination, data on 188 sub- 
ects were analyzed. In age distribu- 
on, each year of age between 6 and 
5 was represented by from 6 per cent 
to 12 per cent of the total, while ages 

17 and 18 made up, respectively 
ibout 6 per cent, 4 per cent, and 0.5 
per cent of the sample. 

Specialists assisting in the study de- 
ided on the basis of errors of refraction 
that 47 cases, or 25 per cent, required 
treatment or observation. There is an 
idditional group of 14 cases, 7.4 per 
cent, consisting of children who had 
no marked error of refraction but who 
proved to have sufficient ocular muscle 
justify referral, making 
cases, Or 32.4 per cent 
i the total group, whose detection 
by screening examination should be 
expected.* As there is some difference 
of opinion among specialists concerning 
the advisability of searching for muscle 
mbalance uncomplicated by errors of 


mbalance to 
i total of 61 


referral was established on these criteria 
more 
under 13 years of age, - 


1.50 diopters or any amount of 


inders 0.75 or 
l years and over 0.50 or more 
e than 6 prisms of esophoria or 4 prisms 
xophoria at ft., and more than prisms of 


prisms of exophoria at near point 


risms of hyperphoria 
these limits are 


minus corrections 


to be too ge nerous, espec ially for older chil- 
re rigid limits than 


ild have made impartial evaluation im 


those specified in 


With respect to myopia, it is our belief 
should be de 


particularly an 


near-sightedness 
eariy and that the child, 
ent, should be under observation even though 
» indicated at the first referral. 


vree ol 
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refraction, this group of 14 cases has 
been kept distinct and will be consid- 
ered separately. 

Except for the Snellen Test, the 
standards for referral or failure were 
those prescribed in directions received 
with the equipment. In the Snellen 
Test, children 7 years of age and 
younger were failed (referred) when 
vision in either eye was 20/40 or worse, 
while children older than 7 years were 
failed when either eye had vision 20/30 
or worse. Figure 1 shows the per- 
formance of the three screening pro- 
cedures in the group of 47 cases with 
refractive errors. The Telebinocular 
disclosed 43, or 91.5 per cent of them, 
the Snellen Test identified 42, or 89.4 
per cent, and the Massachusetts Vision 
Test revealed 32, or 68.1 per cent. The 
accuracy with which teachers were able 
to select children in need of referral 
is also shown. While this is not a re- 
liable procedure when used alone, teach- 
ers did select 25 cases, 53.2 per cent. 

The performance of each test among 
the cases with imbalance, un- 
complicated by significant error of re- 
fraction, is shown in Figure 2. The 
Test revealed 11 of 14 
and the Massachusetts Vision 
Test disclosed 8 cases. It is interesting 
to note that 9 of the cases would have 
been referred for further examination 
on the basis of the Snellen visual acuity 
results, although that test is certainly 
not specific for imbalance. 

With regard to ocular muscle balance, 
comparison of results from the tests 
specific for lateral imbalance from the 
Telebinocular and the Massachusetts 
Tests is worthy of note. The amount 
of esophoria or exophoria was accur- 
ately measured by optical prisms for 
comparison with screening results. In 
Figure 3 it is seen that in the test at 
20 ft. the Test rarely 
fails a case unnecessarily, but does miss 
cases it is constructed to detect. The 
Telebinocular Test refers a great many 


muscle 


Telebinocular 


Cases, 


Massachusetts 
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cases needlessly, but rarely misses 
significant ones. A similar pattern was 
found for each test in the case of im- 
balance at the reading distance. 

Results from each test in the group 
of 127 cases considered as having no 
significant visual problem are as fol- 
lows: Sixty-eight, 53.5 per cent, of 
these failed the Telebinocular Test; 28, 
22 per cent, failed the Snellen Test; 
and only 2 cases, or 1.6 per cent, did 
not pass the Massachusetts Test. 

We do not feel prepared at this time 
to make a final statement on the plus- 
sphere test. The test is based on sound 
physiological principles. Its usefulness, 
however, is limited by the small number 
of children who have sufficient degree 
of simple far-sightedness to accept a 


5 0 5 


10 


correction of +1.50 sphere. The test, 
in our study, was found to refer man) 
children unnecessarily. In 6 instances 
20/20 vision through the plus-sphere 
was recorded, when, according to refrac- 
tion findings, this should not have oc- 
curred. There were many more occa- 
sions when 20/30 vision was noted 
without apparent justification. Techni- 
cal errors may have been responsible, 
but it is doubtful whether the test will 
ordinarily be given under such favor- 
able circumstances. We have become 
interested in investigating modifications 
in the technique of the test because 
this test theoretically at least should 
be a valuable addition to a screening 
procedure. For example, further study 
is needed to determine the amount 0! 
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is-sphere appropriate for testing in 
lifferent age groups. Hyperopia of less 
han +1.50 diopters may properly be 
nsidered normal in very young chil- 
Among older children, however, 
degrees of hyperopia are sig- 
and for them it is probable 
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reading distance in school testing pro- 
grams has been advocated by some. 
Theoretically such a test is not warrant- 
able, since far-sighted children usually 
can accommodate sufficiently to pass it, 
and astigmatic and near- sighted indi- 
viduals who would fail it would be ex- 
pected also to fail the distance-acuity 
test. Our findings support this view, 
since only one- third of the group need- 
ing re ferral failed the test. Only one 
subject passed the distance-acuity test 
and failed the near-acuity test. 

Figure 4 depicts the degree of ac- 
curacy with which teachers or counsel- 
ors were able to select the children with 
significant visual problems. The ir- 
regular pattern indicated that the 
indiv idual ability of each teacher plays 
a large part in the matter. The good 
records of several teachers emphasize 
the contribution which well trained, 
health conscious teachers can make to 
such a program. 

The time required for administering 
the Massachusetts Vision Test and the 
Telebinocular Test was studied in four 
elementary grades. Students in each 
grade were divided into two similar 
groups, and one group in each grade 
received some preliminary explanation 
of the tests. The average time needed 
for students in each group is shown in 
Figure 5. In addition to the benefits 
from health teaching, there is a small 
saving of time in the instructed group 
which would become appreciable when 
a large children are to be 
tested. 


number of 


COMMENT 
At this stage in the analysis of our 
data several comments concerning these 
vision testing procedures seem justi- 
fiable: The Snellen Test for visual 
acuity at 20 ft. is the most reliable 
single screening procedure, when car- 
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ried out carefully and with pro 
illumination. It should by all means 
be included in testing programs jy 
schools. 

The Keystone Telebinocular, when 
the entire battery of tests is used for 
a screening procedure, has a much 
higher over-referral rate than the 
Snellen Test and is not significantly 
more accurate in finding cases in need 
of referral. Unnecessary _ referrals, 
without increased case finding effi- 
ciency, are not economical. This criti- 
cism does not refer to the possible 
usefulness of the Telebinocular in ip- 
vestigating readiness for reading and 
reading failures, a matter we have not 
yet studied. 

The record of the Massachusetts 
Vision Test, both in selecting cases in 
need of referral and in the margin of 
over-referral, seems too low for the pur- 
poses of a screening test in schools. 
Since the Snellen Test is included 
the Massachusetts Test, more exacting 
criteria for referral would achieve at 
least the efficiency of the Snellen Test 
as employed in this investigation plus 
the cases discovered by the plus-sphere 
and Maddox rods. More rigid stand- 
ards are particularly needed in the 
older school-age groups, where even 
small refractive errors merit careful 
evaluation. Recommendations with re- 
spect to this as well as some modifica- 
tion of the plus-lens test will be included 
in our final report. 

Further analysis of our data is being 
directed toward recommendations for a 
simple, effective vision test for use in 
all school-age groups. 
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HEALTH AND ECONOMICS 


We are generally accustomed to trace recognition of the importance of economic 
factors in health to John Howard and Leed Ashley, and Edwin Chadwick and 
John Simon, the great English pioneers of sanitary reform in the 18th and 19th 
centuries. The E nglish approach to these problems was, however, characteristically 
empirical; and its philosophical formulation was handicapped by the dominant 
laissez faire individualism of the times. George Rosen has performed a real service’ 

in preparing a scholarly and well balanced “Genetic Analysis” of the concept of 
“Social Medicine,” which we recommend to readers interested in the basic aspects 
of the problem. The first outstanding thinker in this field (after Johann Peter 
Frank) was Virchow who said a century ago: “Medicine is a social science and 
politics nothing but medicine on a grand scale.’ Edward Reich” in 1871 arranged 
his System of Hygiene under four main headings: Moral Hygiene (including men- 
tal hygiene); Social Hygiene (including the problems of poverty); Dietetic 
Hygiene (including not only nutrition but the whole field of personal hygiene) ; 
and Police Hygiene (conventional public health administration). He says, “Be- 
cause social life depends, on the one hand, on the physical and moral constitution 
of individuals, and on the other, on prope rty; the measures taken by social hygiene 
can be effective only if they aim to improve the constitution, and at the same 
time make possible a naturé al deve lopment of the property rel: tionship. Above all 
else social hygiene must wipe out poverty, for as long as this exists there can be 
no question either of improving the constitution or of a normal development of 
economic relations.” Finally, Alfred Grotjahn in the present century conceived 
clearly the idea of systematic investigation of medical problems in the light of 
social science, so as “to arrive finally at a theory of social pathology and social 
hygiene which, with its own methods . . . would be used to investigate and to deter- 
mine how life and health, particularly of the poorer classes, are dependent on social 
conditions and the environment.” # 

An even more exhaustive review of this subject has recently appeared from the 
pen of René Sand, a distinguished Belgian pioneer in the field of social medicine.‘ 
He defines “Social Medicine” as “the art of prevention and of cure, considered 

[1147] 
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from the point of view of the reciprocal relations which relate the health of men to 
the conditions of their life.’ Sand’s book is primarily historical and is written 
with a width of vision not before achieved in this field. He ranges from Egyptian 
records of 3000 B.C. to the Constitution of the World Health Organization. Major 
chapters deal with the history of the medical profession in its various social and 
economic relations; with hospitals, outpatient services, and social service; with 
personal hygiene, public hygiene, social hygiene, and occupational hygiene; with 
public assistance; and with the basic sciences relating to man (demography, anthro- 
pometry, psychology, sociology, and the like). In a final chapter, Dr. Sand reviews 
20th century advances of social medicine in Germany and Austria, France, Belgium, 
the Netherlands, Italy, Czechoslovakia, Romania, Jugo- -Slavia, Great Britain and 
its Dominions, the United States and Latin America, with an unfailingly keen 
perception of major trends. 

The critical reader may be inclined to point out that the gross social inequalities 
which stirred Chadwick and Simon, Virchow and Reich in the 19th century no 
longer exist in the England or the United States of today. This contention is 
relatively sound. The difference between economic classes has been measurab|\ 
narrowed so that the condition of what Chadwick described as ‘the laboring popu- 
lation’’—in fortunate countries like ours—has been greatly ameliorated; but the 
gap has not been closed, as pointed out at our Atlantic City Convention last fall.’ 

The contribution by Terris in this issue of the Journal brings out an interest- 
ing relationship between economic and occupational status and tuberculosis rates 
in the City of Buffalo. The mortality from this disease was, of course, higher at 
low economic levels. For males under 35 years of age and for females at all ages 
the figure for the lowest economic group was about twice that for the highest eco 
nomic group. For males over 35 years of age, however, the figure for the lowest 
economic group was three and one-half times that for the highest economic group 
This excess Dr. Terris reasonably attributes to conditions of occupation. 

The same relationship is brought out with striking force in the recent Statistical 
Yearbook of the New York Tuberculosis and Health ‘Association.® The actual death 
rate for white persons in New York City is almost the same for males and for 
females up to the age of 34 years (between 18 and 31 per 100,000 at ages 20 to 
34). From 35 years on the rate for females drops from 27 at 30-34 years to 16 
at 45-49 years and then rises to 34 per 100,000 at 70-74 years. But the rate for 
white males rises steadily from 31 at 30-34 years to 142 at 70-74 years. 

This may be due to some phy siological difference between the sexes; but it 
seems far more probable that the strains of earning a livelihood are the major 
factors at work. 

Social hygiene (in the broad sense) still has its serious problems to be solved 
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THE PUBLIC HEALTH NURSE AND THE SOCIAL WORKER 


' [? 'HE present issue of this Journal contains at least three articles which involve 
in some measure, emphasis on the respective roles of the public health nurse 


Vol. 38 EDITORIALS 1149 


and the social worker in dealing with important present-day health problems. Per- 
haps perusal of these articles may stimulate the reader—as it did the Editor 
to speculate on the relations of these two professions. 

A commonly accepted definition of public health reads as follows: 

| ic health is the science and the art of preventing disease, prolonging life, and promoting 

and mental health and efficiency through organized community efforts for the sanitation 

the environment, the control of community infections, the education of the individual in prin 
of personal hygiene, the organization of medical and nursing services for the early diagnosis 
treatment of disease, and the development of the social machinery which will ensure to 
, individual in the community a standard of living adequate for the maintenance of health.” 


Ihe attempt to find a definition of public welfare which has received a similarly 
general recognition in that field has proved unsuccessful. The Editor therefore 
asked two friends, of distinguished eminence in social work, to try their hand at 
such a formulation—with the following result: ‘Public welfare (social welfare) 
is concerned with all activities relating to the well-being of the individual and the 
group. It encompasses prevention of social disorders, treatment of social mal- 
a tments, and the development of a social order which provides the essentials 
ior a satisfying life. Public welfare is advanced through social and health services 
to ye individual and the group (such as psychiatric and psychological services, 
social case work, financial assistance, and recreation) social action (such as the 
organized efforts of the community and legislation), and education.” 

rhe reader will note that public health theoretically annexes the whole field of 
social welfare under “the development of the social machinery which will ensure 
a standard of living adequate for the maintenance of health.” On the other hand, 
social welfare, politely but firmly, takes possession of the field of public health, 
since ‘social and health services to the individual and the group” are essential prime 
elements in the advancement of social welfare. 

Both these contentions are entirely sound; and they indicate the need for 

nutual understanding between two closely related and overlapping professions. 
The nost concrete possibility of jurisdictional misunderstanding lies in the indi- 
vidual home. Most cases of sickness involve social problems; and most cases of 
poverty are likely to involve health problems. The public health nurse will often 
need the aid of the family social worker and the social worker will often need 
the help of the nurse. The primary classification of a given family may be a matter 
of chance, depending on whether sickness or economic stress happened to cause 
the primary visit of one or the other field worker. Incidentally, it may be pointed 
out that the social worker tends more and more to limit her home v isiting, believing 
that the client may be freer to discuss his, or her, problems apart from the family 
setting, which at a given time may be confused or under tension. 

Ideally, as it seems to us, there should be available for any given area a district 
field worker of each of these two types. In the health field, there is general accept- 
ince of the standard of one public health nurse for every 2,000 people; and this 
ideal is already realized in our best organized communities. In many rural areas 
the nurse—for lack of adequate social service—is forced to fill both health and 
social functions; and in Monmouth County, N. J., such a program is definitely in 
‘orce. More than fifteen years ago, a public health surveyor had the temerity to 
suggest that at least one generalized social worker should be provided for every 
10,000 persons in the population. If some goal of this sort could be set, it would 
clarify planning in the wide borderland of health and welfare. 

Intelligent codperation between nurse and social worker should be facilitated 
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by current trends of thought with respect to the training of the social worker her. 
self. The schools of social work are reconsidering their curricula with a view to 
developing a more adequate “core program’ ’ which would avoid premature speciali- 
zation but give each student a wider vision of the basic principles in social work 
(including its health aspects) which are important for the generalized social case 
worker. 

There will be resistance in certain localities to a generalized social case work 
program, due to the traditional feeling that the worker in a public welfare depart- 
ment who provides direct relief in the form of money grants, food, clothing, shelter, 
and medical care must deal only with the indigent or the near-indigent. This js, 
however, a prejudice which is gradually losing its force. A sound public welfare 
program should include case work service to all families who need such service, 
whether they also require direct relief or not. 

Even, however, if we agree on the desirability of providing for the homes of 
every area a local field worker in public health nursing and a local field worker 
in public welfare, we should be only at the threshold of our jurisdictional possi- 
bilities. Nearly all health problems and most social problems involve emotional 
stresses; and the psychiatric social worker comes into the picture. Working out 
from the hospital and clinic is the medical-social worker. In the health or social 
agency is the nutritionist. In many localities there may be still other specialists 
of diverse allied types—dealing with poliomyelitis or rheumatic fever, or deficiencies 
in sight or hearing. 

It is clearly enecenumical and ineffective to have five or six different experts in 
the fields of health and welfare visiting the home. In public health nursing the 
ideal of generalized district service has been almost universally accepted—though 
not as yet always realized. The field worker in such a program must have enough 
training in allied knowledges to know where her own competence ends; and she 
must have at her disposal expert specialists for consultation in their various fields 
There might be real gain in a program under which there were two, and onl) 
two, workers for home visiting, the district nurse and the district social worker 
both with some training in the elements of mental hygiene—cooperating with each 
other and relying on the specialist to supplement their less intensive skills. The 
representative of medical-social service in a hospital or of a local mental hygiene 
clinic should naturally have access to the home but would go in after mutual agree- 
ment with, or referral by, the public health nurse or the family social worker unde 
whose general jurisdiction a given family might be. Perhaps this is a Utopian 
dream—perhaps just a nightma ire. Pr issibly it may be a problem which the Ameri- 
can Public Welfare Association and the American Public Health Association might 
study to advantage through a joint committee. 


CHANGING ATTITUDE OF THE ARMY WITH REGARD 
TO VENEREAL DISEASES 


T is obvious that the control of the venereal diseases involves two major objec- 
tives: (1) reduction of exposure to infection, and (2) prompt treatment of the 
infected individual. 
In World Wars I and II, the Army was not indifferent to the first line of ap- 
proach. Effective procedures were adopted for controlling areas of prostitution 
in the vicinity of military encampments, with far-reaching results in the elimination 
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of red-light districts in many American cities; and, through education and the 
provis sion of recreational facilities, every effort was made to reduce promiscuous sex- 
ual intercourse. It would only be fair to say, however, that major emphasis in the 
total program was laid on medical treatment, both prophylactic and curative. The 
key to this latter approach during World War I was to be found in the provision 
that a soldier who developed venereal disease without record of prophylactic treat- 
ment was penalized, while if he had been recorded as receiving such treatment, he 
was not. This penalty was eliminated during the Second World War. 

Today, the major emphasis of the program has been shifted from medical to 
moral grounds. A circular issued by the War Department a year ago’ places re- 
sponsibility for the whole venereal disease program on command channels and 
states that “the members of special staffs will be utilized only as technical advisers 
for that part of the program of venereal disease contro] specifically allied to their 
normal functions and responsibilities.’ The commanders must “impress moral 
responsibility and encourage strong self-discipline in officers and enlisted men of 
their command. Special attention will be given to the elimination of officers and 
non-commissioned officers, who, by the example of their private lives, undermine 
discipline and respect for command.” Elaborate procedures of indoctrination are 
provided, with emphasis on “self control, self discipline, the worth of right conduct, 
clean living and its rewards, the obligation of the soldier to the home, the family 
ind the nation.” In this indoctrination. “Prophylaxis will be mentioned and dis- 
cussed in a scientific manner, bringing out its limitations. No more than 10 per 
cent of the time of one lecture should be expended on the subject of prophylaxis. 
There should be no mass instruction in the details of prophylaxis. Those who 
desire this information should be referred to a medical officer for consultation.” 
he chaplain, rather than the physician, is central in this program. 

The wartime policies sought to remove the stigma from venereal disease, in order 
to facilitate prophylaxis and prompt treatment. The present program may seem 
to the average soldier intended to penalize venereal infection and promiscuity 
Commanders must— 


‘Restrict military personnel infected with venereal disease to the unit areas for a 
days, and, on recommendation of the surgeon, up to 90 days after the completi 
tment in order to diminish the chance of relapse or early reinfection and to insur 
se of gonorrhea, that a co-existing syphilitic infection has not been masked by the tre 
r gonorrhea. Individuals infected with venereal disease will not be evacuated to the zone 
rior until 30 days have elapsed following completion cf treatment. Exceptions to this work 
for medical reasons and when extreme hardship will result.” 


in ihe 
itment 


juarantine may be made only 
In recommending the promotion of individuals and in the preparation of efficiency reports 
otheers, take cognizance of repeated infections of venereal diseases, intemperance, and similar 
its and habits prejudicial to good order and military discipline.” 
Restrict passes in the case of irresponsible individuals who repeatedly expose themselves 
risk of venereal disease. The granting of passes is a privilege and not a right and should 
a reward of good conduct.” 
“Give consideration to the separation from the service, under the provisions of existing Army 
Regulations and directives, of individuals who demonstrate undesirable habits and traits of 
character including the repeated incurrence of venereal disease.” 


to 


The working out of this plan at Fort Knox, Ky.* and ofa similar plan in the 
First Army Command Area® has been described more fully—with editorial com- 
ment*—in the Journal of Social Hygiene. The program as a whole represents a 
radical reversal of past attitudes—both military and civil—with regard to the con- 
trol of venereal diseases. Its results will be awaited with great interest. We are in- 
formed that Army incidence rates for syphilis and gonorrhea have gone down undet 
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the new policy. It remains to be seen, however, whether such a reduction is real 
or imaginary. Obviously, the severe restrictions involved and implied, are not 
likely to stimulate free and ready recourse to prophylactic and treatment services. 
They might, on the other hand, lead to concealment of infection, recourse to quacks 
and self-medication, with serious ultimate results. Only time will tell. If the ex- 
periment succeeds, it will be a major contribution to our thinking about the whole 
problem of sex hygiene. 
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THEY ALSO SERVE WHO ONLY SIT AND WRITE 


HE visit of a staff member of the Association to the Spring Meeting of one of its 

constituent associations (The South Carolina Public Health Association )—in 
addition to delightful memories of Southern hospitality—brought one quite reveal- 
ing experience. This was the organized representation of the health department 
clerical staff on the program. The conference, as usual, had formal group sectional 
meetings for health officers, nurses, engineers and sanitarians, health educators, and 
nutritionists; but it had also a sectional meeting for secretaries, stenographers and 
clerks. We understand that this development is not unique in the South; but it is 
certainly unusual in most of our state meetings. 

We believe that this recognition of a group of workers whose service is so vital 
in daily routine constitutes a step of primary importance in the development oi 
sound health department practice. The work of the technical expert would be sadly 
handicapped without the diligence, the accuracy, the imagination—and the diplo- 
macy in public contacts—of the clerical staff. This group of essential public health 
personnel will function at a much higher level with a broad view of their tasks: 
any assistance and any encouragement we can give them will be amply rewarded 


Clearing House on Public Health 
Salary Information 


\NNUAL NURSE SALARY STUDY 
HE annual nurse salary study of 
the National Organization for Pub- 
lic Health Nursing was published in 
three parts in the October, 1947, Feb- 
wry and March, 1948, issues of Public 
Health Nursing and dealt with salaries 
i nurses, clerks, and non-nurse profes- 
sional workers. The study is based on 
641 agencies—state, county, and muni- 
cipal health departments, boards of edu- 
ition, and nonofficial agencies employ- 
ng a total of 10,351 nurses. 

In the October, 1947, Public Health 
\ursing, median salaries for 1942, 1945, 
ind 1947 are shown for three groups 
f nurses—directors, generalized super- 
s, and generalized field nurses 
n nonofficial agencies and in county and 

unicipal health departments and for 
supervisors and school nurses of boards 
f education. These groupings repre- 
sent nearly 7,000 of the total reported 
n, 260 directors, 528 supervisors, 5,109 
veneralized field nurses, and 998 school 


nurses 

For these groupings median salaries 
rose In the 5 years from 27 to 46 per 
ent, with the major increases between 


Directors 
Vedian Salaries 
Nonofficial Agencies $3,521 
Otticial Health Departments 


Municipal 3,169 
County 3,032 
Boards of Education 
Percentage increase 1942-1947 
Nonofficial Agencies 33 
Health Departments 
M inicipal 27 
County 42 
Boards of Education 


1942 and 1945. 
creases, together with 1947 median sal- 
aries for the various groups, were as 
shown below. 

It will be noted that, except for di- 
rectors, the highest medians were re- 
ported by municipal health departments 
a situation related in part to the size of 
the nursing staff. It will further be 
noted that the median for school nurses 


The percentage in- 


is higher than for generalized field 
nurses except in municipal departments 
although the school nurse’s year is 


shorter than that of other nurses. 

The published analysis also shows 
median salaries for all these groups 
classified by the number of nurses em- 
ployed by agencies. As might be ex- 
pected there is a fairly close correlation 
between salaries and size of agency 
which becomes inverse with agencies 
employing only one nurse or fewer than 
5 nurses. 

Detailed analyses for other occupa- 
tional classifications and other agencies, 
chiefly state health departments, as 
well as by geographical areas have been 
made by the statistical service of the 
National Organization for Public Health 


Generalized Generalized School 
Supervisor Field Nurse Nurse 
$2,921 $2,161 
3.338 2.527 
2.869 265 
2,931 2,481 
46 4 
4 34 
46 4 
34 + 


[11 
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Nursing, which is prepared to furnish 
on request detailed data to public 
health administrators and directors of 
public health nursing. 

Studied also in 1947, the first time 
since 1940, were salaries of non-nurse 


professional workers (Pub. Health 
Nurs., Feb., 1948) in the agencies re- 
porting on nurse salaries. Only 83 of 


the 41 agencies reported such workers 
numbering 209, more than half of 
which were about equally divided be- 
tween state health departments and 
nonofficial agencies. The most numer- 
ous were nutritionists of whom 69 were 
reported. 

The median salaries for the group of 
non-nurse professional workers, except 
for dental hygienists and physical 
therapists were nearly as high as those 
for generalized supervisors, but the 
small numbers involved may actually 
invalidate the significance of these 
figures. They should be studied in re- 
lation to size of agency, geographical 
location, etc. 

Clerical salaries in the nursing serv- 
ices or departments were also reported 
(Pub. Health Nurs., Mar., 1948). Per- 
haps the most significant single figure is 
the ratio of clerks to nurses. In all 
types of agencies 1,414 clerks were re- 
ported, representing one clerk to more 
than 7 nurses. County health depart- 
ments reported one clerk to 3 nurses, 
nonofficial agencies one to 6, municipal 
health departments one to 9, and state 
health departments one to 12. 

Median annual salaries for all clerical 
workers was $1,816 ranging from $1,676 
for typists to $2,111 for a miscellaneous 


croup, including office managers, sta- 
tistical clerks, etc. Of the 1,414 posi- 


tions in this group, 520 were classified 

as clerks for whom the median salary 

was $1,692. 

LOCAL HEALTH DEPARTMENT 
SALARY STUDY 

The June Journal (p. 867) reported 
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that a sampling study of local health 
departments is under way including 12( 
jurisdictions serving populations 
tween 50,000 and 250,000. Question- 
naires were sent to the health officers 
of these areas requesting information op 
the salaries paid to various professional 
groups, number of positions filled, and 
number of vacancies. After half oj 
the questionnaires had been returned 
it became evident that the sample 
would not be large enough to assure 
statistical reliability. Reason: in most 
of the health departments there are 
many more vacancies than had been 
expected when the study was planned. 

It was therefore decided to increase 
the sample to 100 per cent, covering 
all health departments in the population 
groups mentioned. Two hundred and 
sixty additional questionnaires are be- 
ing mailed. It is expected that the re- 
sults of the study will be available in 
the fall of 1948. 


WESTCHESTER COUNTY MEDICAL 
SOCIETY RESOLUTION 

The Westchester County Medical 
Society presented to the May meeting 
of the House of Delegates of the New 
York State Medical Society the follow- 
ing resolution on salary scales for pub- 
lic health physicians which was unani- 
mously approved by the House 0! 
Delegates and referred to the Council 
for action: 


Wuereas: The health and 
State of New York are dependent in man 
ways upon the satisfactory ation an 
performance of services provided throug! 
the New York State Department of Health 
and 

Wuereas: Upon investigation it is evident 
that these services are suffering from a lack 
of essential medical personnel, and 

Wuereas: The Commissioner of Health 
handicapped in making replacements 
highly important specialists because o! 1m 
adequate salary and 

Wuereas: Present available salaries for pub! 
health and laboratory physicians in t! 
State Department of Health are not com 


welfare ol 


ope! 


scales, 


mensurate with incomes earned by phy- 
sicians of like experience and training, and 
uerEAS: 48 out of 96 full-time medical 
nositions in the State Department of Heaith 
remain unfilled as a result of the low salary 
scales now in effect, and 

HEREAS: Important public health programs 
ind necessary research cannot be carried on 
ause of these conditions, and 

weREAS: These deficiencies threaten the 
health and welfare of the people of New 
York State, now therefore be it 

ResoLtvep: That the Medical Society of the 
State of New York respectfully petition the 
Governor of New York to take prompt 
to rectify this situation by means of 


lhe Bureau of Sanitation of the Los 
Angeles County Health Department has 
naugurated an in-service training pro- 
for sanitarians. Classroom in- 
struction amounts to 3% hours per 
The classes are designed tc con- 
tinue over a period of 7 months. The 
st of subjects covered is comprehensive 


? 


SALARY INFORMATION 


1. Upward salary scale revision 
2.The delegation of latitude to the 
Commissioner of Health to permit recruit- 


greater 


ment of personnel above salary scale 


minimums 
. The 


ment procedures as they pertain to medical 


simplification of civil service recruit- 


personnel 


This resolution has added significance 
when it is remembered that New York 
is among the three or four states with 
the highest public health salaries in 
the country. 


Sanitarian In-Service Training—Los Angeles County 


in the field of environmental sanitation. 
In addition, such general topics as pub- 
lic health administration, public health 
statistics and epidemiology, and public 
health laws and law enforcement will 
be covered. Roy O. Gilbert, M.D., is 
the Health Officer of the Los Angeles 
County Health Department. 
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Public Health in Foreign Periodicals 


GEORGE ROSEN, M.D., PH.D. 


EFORE World War II, the level of 

public health organization and ef- 
fectiveness in Germany was comparable 
to that found in other countries of 
Western Europe or in the United States. 
One of the chief differences in organiza- 
tion as compared with such countries 
as Great Britain or the United States 
was the high degree of centralization in 
the German system. Apart from the 
changes in scope and structure result- 
ing fro n the injection of political and 
racial ideologies, the functions performed 
by the German public health authorities 


were, on the whole, like those of our 
own. 
The end of the war found the German 


public health system in a state of almost 
complete administrative disintegration. 
In the three years that have elapsed 
since then steps have been taken to re- 
constitute the administrative agencies 
necessary for effective public health 
work. Nevertheless, the political, eco- 
nomic, and social constellation has not 
been particularly favorable. The state 
of affairs is perhaps best described by 
the statement of an eminent German 
physician: “ The average level of the 
health services in this country is already 
far below that which the older genera- 
tion can still remember as having existed 
in times of even moderate prosperity.” ' 
Evidence is available, however, that 
strenuous efforts are being made to rem- 
edy this situation. A review of articles 
published in the Arztliche Wochen- 
schrijt during the past six months re- 
veals an awareness of pressing needs, a 
desire to evaluate and make use of 
whatever data are available, and a rec- 
ognition that there is much to be learned 


from public health practice in othe; 
countries, 


PUBLIC HEALTH PROBLEMS 

These trends are well exemplified in 
a paper by Otto Buurman surv: ving the 
public health needs and problems of 
present-day Germany.* These fall unde: 
three main heads: administration and 
personnel, control of communicable dis 
eases, and nutrition. 

Administrative reconstruction is han 
pered by the lack of uniformity result- 
ing from the present zonal organization 
Furthermore, within each 
problem of centralization versus dece: 
tralization still remains to be 
Buurman points out, for instance, that 
the central public health agency in th 
Soviet zone is actively rebuilding th: 
necessary administrative organization 
but that not infrequently this occurs in 
terms of a standpoint at variance with 
that which prevails in the British zon: 
For this reason, he strongly urges a 
interzonal exchange of ideas which wi! 
make possible uniformity of action in 
communicable disease control and othe 
urgent health problems. 

Effective action in dealing with thes 
urgent matters is also handicapped b 
lack of adequately trained personnel 
At the beginning of the war, medical 
education was accelerated and curtailed 
to provide the doctors and other person 
nel required for military purposes. Wit! 
the prolongation of the war, further cu! 
tailment was found necessary. As a re- 
sult, by the time the war ended a con- 
siderable deterioration in the quality 0! 
the German medical personnel had « 
curred. Buurman points up the urgent 


state, th 


solved 
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need for repairing this damage, and in- 
sists that all physicians be given ade- 
quate training in bacteriological meth- 
ds. In this connection, he states that 
ther countries, particularly the United 
have left Germany far behind 
this field. Such training is badly 
needed to control diseases such as ty- 
phoid fever, dysentery, diphtheria, and 
tuberculosis which are widely prevalent. 
Hand in hand with the training of per- 
sonnel must go the creation of public 
health laboratories. 

Problems of nutrition require urgent 
attention. Formerly German public 
health officials were concerned chiefly 
with food sanitation. Now, the ad- 
vances made in the science of nutrition 
nust be applied to benefit the German 
people. Here Buurman cites the techni- 
il excellence of the American food in- 
dustry. In view of the close relation be- 
tween nutritional status and resistance 
to disease, this author feels strongly 
that attention to problems of nutrition 
will go a long way in dealing with preva- 
lent communicable diseases, particularly 
tuberculosis. 


TYPHOID FEVER IN BERLIN . 
Study of the current German literature 
reveals that the problems presented 
ibove are seen in correct perspective. 
\n instance in point is a report by 
Anders on typhoid fever in Berlin dur- 
ing the winter of 1946-1947. Typhoid 
lever has been endemic in Germany, be- 
tween 3,000 and 6,000 cases occurring 
annually. Prior to the outbreak of the 
war, the number of cases in general 
tended to decline. Since 1939, however, 
the incidence of typhoid has been on 
the increase. During the war large-scale 
occurred, for instance, in 
Schleswig-Holstein and Hamburg. 

In 1945 there was a large outbreak 
with 15,000 cases in Berlin, but 
even after it was over a strikingly high 
number of fresh cases continued to be 
eported during 1946. In June, 1946, 


epidemics 


about 
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there were 208 cases, in July 197, and in 
August 230, as compared with 151 re- 
ported cases in Berlin for the entire 
year of 1938. For a time it seemed that 
typhoid fever would become endemic 
in Berlin. To combat this situation a 
typhoid control campaign was organized 
in October, 1946, by the State Health 
Office. 

The campaign lasted from October, 
1946, to May, 1947, at which time all 
the districts of Berlin except four had 
been encompassed. The chief purpose 
of the campaign was to discover hitherto 
unknown typhoid carriers, and to check 
known carriers. Every reported case of 
typhoid was thoroughly checked to de- 
termine the source in the patient's en- 
vironment. Diagnostic methods em- 
ployed were examination of stool, urine, 
and bile, as well as examination of the 
blood for Vi-agglutination. In all, a 
total of 56 previously unknown carriers 
was found. 

In his comments the author points out 
that certain sections of Berlin, which he 
calls “ typhoid districts ” are of particu- 
lar concern to the health authorities 
Living under indescribable hygienic and 
social. conditions, the residents of these 
areas do not codperate with the public 
health officers, and represent a threat to 
the city. Anders also calls attention to 
the defective training of many of the 
physicians in the typhoid wards of the 
hospitals, but adds that measures were 
taken to provide postgraduate lectures 
and demonstrations on typhoid fever. 
Shortly after the beginning of the 
paign, the number of reported cases be- 
gan to drop conside rably. It is the au- 
thor’s opinion that, in addition to the 
seasonal and epidemiological factors in- 
volved, the drop in the reported cases 
was significantly influenced by the cam- 
paign against carriers. 


cam- 


VENEREAL DISEASE IN HAMBURG 
The usual venereal diseases occur in 
Germany, but since 1940 little detailed 
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information on the incidence and preva- 
lence of these conditions has been made 
available. For this reason the data 
provided by Hopf and Wennecke for 
Hamburg are of considerable interest.* 
These authors state that while the im- 
pression has existed since 1939, in pri- 
vate and clinic practice, of an increase 
of the venereal diseases, such a rise was 
not numerically demonstrable for Ham- 
burg. Recognizing the’ necessity of es- 
tablishing as precisely as possible the 
magnitude of the venereal disease prob- 
lem, the Hamburg Health Department 
decided to carry out on August 20, 1946, 
an enumeration of all venereal disease 
patients under treatment on that day. 
The interest of practitioners was secured 
by informing them that this enumera- 
tion would serve as a basis for medica- 
ment procurement. 

As a result, 5,064 patients were enu- 
merated. Among these, 3,569 patients 
(72 per cent) were being treated for 
gonorrhea, and 1,379 (28 per cent) for 
syphilis (in various stages). There were 
322 cases of primary lues, and 633 in 
the secondary stage. Of interest is the 
apparent relative increase in syphilis. 
Formerly, in Hamburg, lues accounted 
for 17 to 20 per cent of venereal disease 
while it now amounts to 25 to 30 per 
cent. 

It had previously been estimated that 
there were 12,000 new cases annually 
in Hamburg. On the basis of the enu- 
merated cases reported by Hopf and 
Wennecke, it was calculated that wanes 
is probably a minimum of 15,000 new 
infections annually. As the present pop- 
ulation of Hamburg is 1.4 million, the 
estimated number of new infections 
represents an average annual increase of 
1 per cent. In 1919 this percentual in- 
crease had been calculated at 3 per cent, 
and for the period from 1927 to 1934 at 
from 1% to 1 per cent. Consequently 
the authors conclude that while an in- 
crease in the incidence of the venereal 
diseases has occurred, the situation in 
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Hamburg is not particularly unfavor- 
able. 


DIPHTHgRIA IN THE OBERBARNIM 
TRICT, 1942-1944 

As in many other countries, German 
physicians are now evaluating the ex- 
periences of the war years. H. Malchin 
reports on the influence of diphtheria 
immunization on the epidemiological 
and clinical picture of diphtheria in the 
Oberbarnim District northeast of Ber- 
lin.® 

Before the war diphtheria was al- 
ready one of the major health prob- 
lems. However, the incidence of diph- 
theria in various sections of the Reich 
varied greatly. During the 1920's and 
1930's the course of diphtheria in Ger- 
many exhibits periodic fluctuations with 
epidemic peaks around 1917-1918, 
1928-1929, and 1935-1937. The mag- 
nitude of the problem may be envisaged 
from the fact that the number of cases 
rose from 30,000 in 1926 to 293,000 in 
1943. This increase was particularly 
marked after 1940, and was no doubt 
favored and facilitated by the large pop- 
ulation movements of the war years. Fur- 
thermore, in 1942, an apparent change 
occurred in the clinical character of the 
disease. Toxic cases became more com- 
mon, and the fatality rose. On the basis 
of these observations the health authori- 
ties of the Oberbarnim District, in 
March, 1942, decided to undertake a 
campaign of diphtheria immunization. 
This was done before any general pol- 
icy had been established, and_ before 
any of the neighboring districts began 
to immunize. 

The Oberbarnim District contained a 
population of 90,000. Of these, 19. 
000 were children ranging in age from 
1 to 14 years; 92.08 per cent of the 
children received two injections of alum- 
precipitated toxoid. There was a drop 
in the number of cases among children, 
while cases among adults continued to 
rise. Cases did occur among immunized 
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children, but clinically these were mild. 
During the second half of 1944 there 
was a gradual rise in morbidity among 
the children who had been immunized. 
In view of this development, it was 
decided to Schick test all immunized 
children between the ages of 3 and 9 in 
the Oberbarnim District. This study 
included children from urban and rural 
environments. The testing began in the 
late summer of 1944, but had to be 
prematurely discontinued owing to the 
terminal events of the war. While ad- 
mitting that his data were too small 
for definite conclusions, Malchin points 
out certain interesting observations. He 
reports that the percentage of urban 
children found to be Schick-positive 
was much higher than for the rural 
children, and attributes this to the bet- 
ter nutrition of the latter group. 


MALARIA IN GERMANY 

Interest in malaria has increased in 
Germany since the end of the war. In 
a recent article, Weyer discusses the 
present situation.° Owing to a lack of 
exact statistical data there is consider- 
able confusion regarding the origin, 
number, and significance of malaria 
cases in Germany at present. Weyer 
refers to the existence of endemic ma- 
laria in the Emden area, but states that 
by 1945 it had practically disappeared. 

Nevertheless, since the end of the war 
the malaria situation in Germany has be- 
come worse owing to the development 
of autochthonous malaria® in various 
areas. Malaria cases have appeared in 
Schleswig-Holstein, Lower Saxony, in 
the Rhineland, in Northern Wiirttem- 
berg, in the neighborhood of Karlsruhe, 
and in Mecklenburg, Pomerania, and 
Saxony. In 1946, through July, 662 
cases were reported in Berlin, of which 
220 were considered as having been ac- 
quired in the city. In 1947, Hohenner 
reported on 200 cases treated in Frank- 
furt a.d. Oder, of which 197 were newly 
acquired. In 1946, in Schleswig-Hol- 
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stein there were 470 cases; 119 were 
autochthonous. This malaria has been 
imported by returning German nation- 
als who had acquired the infection 
abroad. In view of this situation, Weyer 
raises the question as to the probable 
future development of malaria in Ger- 
many. 

The further existence and spread of 
malaria would require a sufficient num- 
ber of infected humans, transmitting 
anophelines, and susceptibles. In ad- 
dition, suitable environmental conditions 
are necessary. The considerable num- 
ber of autochthonous cases indicates 
that these prerequisites are available 
in numerous localities. Yet it is extra- 
ordinarily difficult to make an epidemio- 
logical prognosis on the basis of the 
available information. The mosquito 
factor requires further study. Weyer 
believes that there are now more mos- 
quitoes than before the war, especially 
in the cities, where they are able to 
breed more freely due to the destruc- 
tion. Finally, the factor of climate must 
be studied. This factor would seem to 
be relatively unfavorable to mosquito 
development in Germany. 

For the control of malaria and its 
epidemiological development, Weyer 
proposes constant supervision by the 
health authorities, intensive treatment 
of all malarious persons, control of mos- 
quitoes by chemical means, and educa- 
tion of the public. 


ORGANIZATION OF HEALTH AGENCIES 

In order to deal with the problems 
discussed above, various semi-official 
health agencies have been organized. In 
1947, organizations were created in 
Lower Saxony to combat venereal dis- 
eases and tuberculosis.‘ Their chief pur- 
pose is to carry on health education in 
these fields. 
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The Neighborhood Unit Plan— 
Its Spread and Acceptance—Com- 
piled by James Dahir. New York: 
91 pp. 


Russell Sage Foundation, 1947. 
Price, $1.00. 

This selective bibliography with its 
interpretive comments is an important 
contribution to the urgent problems of 
city planning and urban housing in the 


years ahead. The subject presented, 
however, is broader and more funda- 
mental to future family life than is in- 
dicated by the title. 

The report should be of interest to 
lay and professional leaders alike, since 
it proposes an intelligent decentraliza- 
tion of all physical, governmental, 
social, recreational, and educational 
facilities in the interest of happy demo- 
cratic living. The author marshalls an 
important array of evidence in support 
of the need of neighborhood planning 
and analysis, and interprets the ma- 
terial well. His method of presenting 
the references, illustrating the dramatic 
shifts in urban development, and build- 
ing pictures from these authoritative 
sources, is unique and effective. The 
report serves a further useful purpose 
in bringing together in understandable 
fashion the varied experiences in 
neighborhood unit planning up to now 
and some of the obstacles to be over- 


come. The last two chapters especially, 
which deal with American plans and 
projects and the neighborhood unit 
abroad, give an excellent view of new 
units in the making. 

However, while the arguments are 
convincing, we need a better picture of 
how its development is to be accom- 
plished; how long it will take; how it 
will work; and how it wiil build to its 
conclusion. How the obstacles are to be 
overcome might well be the subject of 
a later publication. 

KENNETH D. WIDDEMER 


A New Approach to Nutrition 
Services in State Health Depart- 
ments—1946 Conference of the Mil- 
bank Memorial Fund. New York 
Milbank Memorial Fund, 1947. 1098 
pp. Price, 9.75. 

This compilation of papers, presented 
at the Round Table on Nutrition and 
Public Health, 1946 Conference of the 
Milbank Memorial Fund, deals with a 
subject of vital interest in public health. 
The experience and the vision of in- 
dividuals prominent in public health 
and in the field of nutrition have been 
brought together in this volume to point 
a way for long needed direction to nu- 
trition programs. It is suggested that 
the nutrition division in state health de- 


ents needs at its head, a phy- 
with special training in nutrition 
bring it to the necessary breadth 
view The functions of all health 
rkers in the field of nutrition are 
ehtfully discussed, and considera- 
is siven to the needs of various 
lation such as industrial, 
ernal and infancy, and the school 
id. The record of the discussion is 
portant, for, as is usual, the partici- 
nts offered valuable suggestions in 
iscussion which might never have been 

ded in a prepared paper. 

Harotp R. SANDSTEAD 


groups, 


America’s Needs and Resources— 
A Twentieth Century Fund Survey 
Which Includes Estimates for 1950 
and 1960—By J. Frederic Dewhurst 
mud Associates. New York: Twentieth 
Century Fund, 1947. 812 pp. Price, 


rhis volume is an ambitious survey 
the major economic and social trends 
e United States, and on the basis 
these it attempts to estimate the 
ntry's needs for 1950 and 1960, as 

| as the resources available to meet 
hem. The project was broad in scope 
| required the efforts of a large group 
experts in the various fields which 


the book covers. 
[he trustees and officers of the 
lwentieth Century Fund were well 


ware of the difficulties of a project of 
kind at a time when world condi- 
flons were so unsettled as to make fore- 
ists of any kind rather hazardous. 
Nevertia ss, they had the courage to 
(tempt to meet an important need of 
Their purpose is well ex- 
essed in the Foreword by Evans 
Clark, Executive Director of the Fund. 
He says, “In authorizing and under- 
Writing this survey the Trustees of the 
nd have hoped to provide those who 
work and plan in each separate field, as 
whose concern is the 
whole, with the bench 


ihe times 
] 


well as those 


my aS a 
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marks essential to any intelligent plan 
ning or appraisal. It is the Fund's 
hope that the educator, the clothing 
manufacturer, the cattleman, the wheat 
farmer, the Federal Reserve Board 
member, the labor unionist, the senator 
from this state or that, the president 
himself, as well as the average citizen 
who wants to know what this economy 
of ours is all about—that each of them 
can find in this volume some of the 
basic facts he needs to do his job more 
intelligently—and therefore more effec- 
tively.” 

Although no direct comparison was 
intended, this volume brings together 
and interprets masses of statistical ma- 
terial on economic and social trends 
similar to those embodied in_ the 
volumes Recent Economic Changes in 
the United States, published in 1929, 
and Recent Social Trends in the United 
States, published in 1933. It departs 
from these earlier projects in that a 
program of policies based upon the find- 
ings is avoided. 

The book covers in some detail the 
facts on population trends; national in- 
come, expenditures and savings; con- 
sumer spending patterns and trends 
terms of the major categories of con- 
sumption; capital needs and demands 
as well as capital formation; and gov- 
ernment expenditures and their impact 
on the economy. In the discussion of 
capital requirements due attention is 
given to the needs arising from urban 
development and rural and regional de- 
velopment. The section dealing with 
resources and capacities considers both 
the human and natural resources as well 
as both our agricultural capacity and 
industrial capacity. Dealing as the vol- 
ume does with the problems of the 
whole nation, it leans heavily on the 
statistical resources of many govern- 
ment agencies, and in fact, many of the 
contributions come from workers in 
these agencies. Throughout the volume 
one finds emphasis on the impact of the 
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war and more particularly how our 
sights were raised in many directions on 
the economic plane as a result of our 
amazing record of war production. 

This book will be a valuable source 
of factual data for many years to come. 
It is liberally documented with numer- 
ous tables and charts both in the text 
and in the appendices. 

Unfortunately world conditions have 
continued so unsettled and political and 
social trends have continued to vary 
so much from their pre-war pattern 
that many of the projections for 1950 
made on the assumptions of two years 
ago will require considerable modifica- 
tion. For example, currently proposed 
military expenditures are much higher 
than were anticipated in this volume. 
This holds true also of our contributions 
for foreign reconstruction and restora- 
tion. Housing programs have fallen 
short for several reasons, such as the 
hesitancy on the part of private enter- 
prise because of mounting construction 
costs and the lack of a consistent public 
housing policy. In the field of popula- 
tion, the projected figures are taken 
from the 1943 estimates of Thompson 
and Whelpton. The post-war birth 
rate has continued at a level much 
higher than was anticipated in these 
estimates, and immigration and re- 
patriation of our citizens has further 
swelled the population. The effects of 
this unexpectedly large gain in popula- 
tion will be felt in many fields such as 
consumer demands and requirements, 
family life, education, and housing. 

Of special interest to readers of this 
Journal is the chapter on Medical Care 
which was written by Margaret C. 
Klem and Helen Hollingsworth of the 
Bureau of Research and Statistics of the 
Social Security Administration. This 
chapter contains a wealth of statistical 
information on personnel and facilities 
for medical care, their number and dis- 
tribution, incomes of the various profes- 
sional groups in the medical and health 
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field, sources of hospital income, the 
major trends in health, medical care jp 
relation to income and other factors. 
government expenditures for health, and 
prospective trends in the medical care 
field, particularly in relation to the 


future role of government. It is no 
fault of the authors that a good 


part of the literature in the field is rela- 
tively old, but they might have warned 
readers as to the limitations of the avail- 
able data. Perhaps more should have 
been said with respect to the magnifi- 
cent accomplishments in public health, 
especially the fine record made during 
the war years in the face of difficult 
conditions. In the matter of Selective 
Service findings, the authors accept 
rather lugubrious views which are far 
from justified. 

In some respects the point of view in 
this chapter on Medical Care is not as 
objective as one would have liked to see 
it. Inevitably the authors of this chap- 
ter have been influenced by their 
official work and connections, but one 
cannot avoid the feeling that there is 
too much special pleading for the adop- 
tion of compulsory health insurance 
plans. Little notice is taken of the ex- 
tension of medical group practice, of 
the extraordinary growth of private in- 
surance plans covering hospitalization 
and medical care, of the marked in- 
crease in research in the field of cancer. 
heart disease, and other so-called de- 
generative diseases, which conditions 
will weigh heavily in the medical care 
needs of the future. 

Louts I. DuBLIN 


Child Care and Training — 


Marion L. Faegre and John E. Ander- 
son. (7th. ed.). Minneapolis, Minn.: 
University of Minnesota Press, 1947 
310 pp. Price, $3.25. 


In the seventh edition of this well 
known book the original plan has not 
been changed but the material has been 
brought up to date. This book de- 


veloped out of the extension courses of 
‘he Institute of Child Welfare of the 
University of Minnesota. It is a sound 
nd pre actical guide for study groups. 
rhis book is also appropriate for in- 
dividual parents. Three of the first 
chapters on the physical aspects of 
crowth, including how children grow, 
general care, and “children’s s diseases, are 
weak as compared with the rest of the 
text. The section on nutrition contains 
generalizations and suggestions which 
night be questioned. The section on 
height and weight has not been changed 
since the first editions of the book. The 
results of more recent studies on the 
measurement of growth and nutritional 
status could well have been mentioned. 
lhe discussions on discipline, develop- 
ment and curiosity, social and mental 
development, emotional behavior, play, 
and the role of the family are particu- 
larly good and are concerned with chil- 
dren from infancy through high school. 
The chapter on sleep is to be recom- 
mended, as the authors recognize the 
importance of individual variations in 
sleep patterns and report the behavior 
and observations of large numbers of 
children. 
rhe book contains an up-to-date bib- 
liography on books dealing with the 
development and training of 
lists of toys and play material, and ; 
number of reading lists for children. 
RuTtH RAATAMA 


Factors Regulating Blood Pres- 
sure. Transactions of the First Confer- 
ence April 24-25, 1947, New York, 
VY. New York: Josiah Macy, Jr., 
Foundation. 175 pp. Price, $1.90. 

In accordance with one of its estab- 
lished policies, the Josiah Macy Jr., 
Foundation has inaugurated a series of 
conferences on Factors Regulating Blood 
Pressure. This monograph is a record 
of the initial meeting which took place 
April 24-25, 1947. 

It contains the text of 12 short intro- 
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ductory papers followed by a general 
informal discussion directly recorded at 
the time of the conference. 

Members of the conference were 
selected on the basis of their past and 
continuing research interest in problems 
of the circulation. The papers repre 
sent original unpublished studies and 
elaborations of published data. 

The papers cover a wide area, in- 
cluding discussions of the relation of 
the nervous system to hypertension, 
humoral factors in the pathogenesis of 
experimental and human hypertension, 
quantitative measurements of renal 
function, the prophylaxis of experi- 
mental hypertension and the treatment 
of human hypertension with low salt 
diets, low protein diets, renal extracts, 
tyrosinase, and quinones. 

These studies bring up to recent date 
the wide variety of problems under dis- 
cussion. 

Especially valuable is the general in- 
formal discussion in which opposing 
points of view are freely expressed. 

This monograph is highly instructive. 
It contains factual data and opinions of 
seasoned investigators which should be 
of considerable value to students of the 
circulation. GOLDRING 


The Blowflies of North America 

By David G. Hall, Baltimore, Md.: 
Monumental Printing Company, The 
Thomas Say Foundation, Entomologi- 
cal Society of America, 1948. 477 pp. 
Price, $6.50. 

Health officers, physicians, sanitary 
engineers, food inspectors, veterinarians, 
entomologists, nurses, in fact all those in 
any way concerned with preventive 
medicine will welcome the appearance 
of this excellent monographic treatment 
of a group of insects so important from 
a medical and veterinary point of view. 
In almost every quarter of the globe 
blowflies are in ill repute. True, they 
serve a useful purpose in helping to dis- 


pose of dead animal matter and in 
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cleaning up necrotic wounds. Many of 
them, however, are prone to leave ani- 
mal carcasses and excreta and proceed 
with their germ-laden feet and mouth 
parts to contaminate fresh wounds or 
food. 

Although this work is primarily 
systematic, the author follows the few 
pages on the history of classification of 
the blowflies with concise accounts of 
the part they play in the transmission 
of disease and the causation of myiasis. 
Up-to-date information on method of 
controlling blowflies is summarized in 
nine pages, and methods of collecting 
as well as preserving specimens are 
outlined. 

The author has grouped the blowflies 


(family Calliphoridae) into sub- 
families. Under each sub-family, keys 
are given to genera and species. Sev- 


eral new genera and many new species 
are described. The keys and text are 
very conveniently arranged. The dis- 
cussion of each species includes 
synonymy, description of each of the 
stages of the more important flies, brief 
description of others, distribution, 
biology, habits, and economic impor- 
tance. The summation of information 
on the biology and distribution is 
especially useful. 

Those who have been grappling with 
blowfly problems for a number of 
years and have gathered a speaking or 
reading acquaintance with several of 
the scientific names of the species of 
medical importance will doubtless be 
much disturbed and perhaps disgusted 
to find so many of the old familiar 
handles replaced by new and not al- 
ways euphonious ones. For instance, 
Cynomyia cadaverina becomes Cyno- 
myopsis cadaverina and the “i” is 
knocked out of Cvnomyia. When that 
generic name is used, Lucilia sericata, 
the common greenbottle fly becomes 
Phaenicia; the screwworm, Cochliomyia 
americana becomes Callitroga ameri- 
cana; and the false screwworm Coc&li- 
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om yta macellaria also assumes Callitrog, 
as a generic name, which from a pro- 
nunciation viewpoint we must admit js 
an improvement. Well, we know the 
desirability of following the approved 
rules of zodlogical nomenclature and we 
therefore bow in acceptance and 
hope these new names and combinations 
are not soon changed again. 
The volume is well and attractively 
bound in blue buckram with gold letter. 
ing. The paper is of excellent quality 
and the typography distinctly above the 
average. A well selected list of biblio- 
graphical reference is included. The 
index is excellent from the standpoint 
of valid names and synonyms, but 
reference to other information might 
have been more complete. 
An examination of the 5 colored 
plates of flies and the 46 black and 
white drawings of heads, wings, and 
genitalia of adults, and principal struc- 
tures of the larvae will convince th: 
reader that the author is an artist as 
well as an entomologist. By the aid oi 
these drawings and descriptions many 
who are not trained entomologists 
should be able to identify a number oi 
the species of larvae involved in cases 
of myiasis. Accurate records of such 
cases are so desirable, however, that it 
would be well to send specimens to the 
U. S. National Museum for verification 
of identity. 
Every medical library should have 
this valuable publication and ever) 
worker in the field of preventive medi- 
cine will find it a useful working tool 
Frep C. Bisnopp 


American Building: The Forces 
That Shape It—By J. M. Fitch 
Boston: Houghton Mifflin, 1948. 382 
pp. Price, $5.00. 

James Emerson Fitch is an architect 
and planner of wide experience (in- 
cluding service with the T.V.A. and the 
Federal Housing Administration) and 
at present technical editor of the 


irchitectural Forum, He has written 
. hook which will be of interest to the 
‘ncreasing number of members of our 
profe ssion who realize that housing must 
be one of the central issues in the public 
health of the future. 

Irrespective of any practical applica- 
tions. this volume has much that will 
be of interest to the general reader. It 
is fascinating to follow the history of 
building from colonial days to pre- 
fabrication, to note the influence of 
technological factors—such as the saw- 
mill and the brick kiln, the Franklin 
stove, the “ Golden Leap” toward the 
control of space made in the construc- 
tion of the Crystal Palace, the Brooklyn 
Bridge and the Eiffel Tower, the de- 
velopment of steel and of the welding 
process—upon structural possibilities. 
It is illuminating to trace the influence 
of men’s ideals upon architecture to see 
how the Greek temple reflected the 
philosophy of Athens, the Gothic 
cathedral, the aspirations of the medi- 
eval church, and the functionalism of 
today, the empirical spirit of modern 
science. The series of plates, which in- 
clude 177 individual pictures, are 
illuminating to the text and, in some 
cases, breath-taking in their beauty. 

Mr. Fitch is intensely alive to the 
exciting possibilities of the newest ad- 
vances of science and technology in the 
housing field; and allows himself even 
the luxury of such flights of fancy as 
the following: ‘“ To-morrow’s sunlight 
will not enter to-morrow’s buildings 
through holes punched in solid walls; 
rather it will be absorbed by the entire 
juilding, there to be filtered and mixed 

the right proportions with artificial 
ight to form a synthetic environment 
to our specifications. To- 
morrow’s buildings may open and close 
iutomatically with the sun, like morn- 
ng-glories; or, like sunflowers revolve 
lowly to keep their faces toward the 


designed 


\bove all, this author is intensely 
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conscious of the broad social purposes 
of housing and planning; and it is this 
emphasis which will be most appealing 
to the student of public health. We 
can accept to the full his statement 
that “ the function of American building 
must be the maintenance of those 
optimal environmental conditions essen- 
tial to the health and happiness of the 
individual and to the peaceful and 
efficient development of American 
society.” C.-E. A. WINsLow 


Give Your Child a Chance—Sy 
Lenore Turner. New York: Georgian 
Press, 1948. 170 pp. Price, $1.50. 

This is a genuine effort on behalf of 
children. The author speaks directly 
and simply to mothers about the hun- 
dreds of everyday matters that come up 
in the life of infants and young chil- 
dren. She knows the mother’s practical 
problems and also her fears and uncer- 
tainties. She tries to get the mother 
to understand the child’s needs and feel- 
ings, and to relax while carrying out 
her program—avoiding tensions for 
both mother and child. 

The book is readable and helpful and 
full of examples that make the teaching 
real. The contents cover the main 
problems that confused or anxious 
mothers ask questions about—manage- 
ment, fears, nervousness, and “bad 
habits,” sex education, toilet training. 
The chapter on feeding is the longest 
in the book, but a good part of it has 
to do with the parent’s attitude toward 
food and feeding, with recognizing the 
child’s needs, the idea of letting the 
child indicate when he is hungry and 
when he has had enough, with changing 
diet and program, with getting the 
child to feed himself. That is, this 
chapter on feeding is in keeping with 
the entire book—guiding the child’s 
emotional development is the central 
theme. 

The book is addressed to fathers as 


well as to mothers. The discussion of 
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nursery schools and day nurseries tells Discussions of culture media and 
the reader what to look out for, what to methods, and of staining and other 
expect, and what choices one has to techniques, are omitted with the obvioys 
make. There is a usable index—that intent to supply them from laboratory; 
with one footnote reference represents manuals. The teacher’s attitude toward 
the only concessions to the appearance these omissions and condensations will 
of scholarship. Perhaps a few addi- depend on his approach to the subject. 
tional references to other useful books This book was designed for teaching in 
for those who will want to know more _ undergraduate college classes, not in 
could have been included. But this is medical schools. Considered from the 
an excellent book that can be recom- viewpoint of its expressed purpose, of 
mended without reservation. And it is presenting bacteriology as biology, this 
a gratifying demonstration that people reviewer likes it. 

can be helped toward understanding The text is well written and very 
and sound attitudes rather than be left readable, and the book is well made up 
to depend upon formal rules for meeting by the publishers. Especially note- 


daily situations. worthy are the sketches, in Chapter 1, 

SIDONIE MATSNER GRUENBERG of scientists prominent in developing 

bacteriology. The glossary of terms 

Bacteriology — A Textbook of and literature citations should be useful. 
Microorganisms—By F. W. Tanner James E. FuLver 

and F. W. Tanner, Jr. (4th ed.). New 
York: Wiley, 1948. 625 pp. Price, Canned Food Reference Manual. 
$4.50. (3rd ed.) New York: American Can 


In their preface the authors state Company, Research Division, 1947. 
that this is a textbook intended for 638 pp. 
those who are studying bacteriology Although the first edition of this 
for the first time, and the objective is volume was published only 8 years ago, 
to allow the student to build his struc- in 1939, with a second edition in 19453, 
ture on a broad biological basis of fun- the numerous improvements and 
damental principles. This statement changes that occurred in commercial 
describes the book and its scope of canning methods during the war made 
usefulness. a third edition seem necessary. It pre- 

In keeping with the expressed intent, sents the story of commercial canning 
nearly half of the book is devoted to from a general discussion of food 
the biology of bacteria, including their preservation to a description of the 
classification and relation to their en- commercial process. A general discus- 
vironment. The applications of bac- sion of nutrition—what good nutrition 
teriology that concern human welfare is, what foods are necessary, what com- 
are treated in a general way and in’ mon nutritional inadequacies are, recom- 
orderly sequence. mended dietary practices, and _ the 

The book presents several departures nutritive value of commercially canned 
from the usual textbook treatment of foods—and a review of regulations 
bacteriology in that there is no con- with specific reference to the Food, 
sideration of individual bacterial species, Drug and Cosmetic Act of 1938, com- 
and the etiological relationships of bac- plete the textual matter. A consider- 
teria to human and plant diseases are able portion of the volume is given over 
presented in tabular form. More de- to an appendix consisting of numerous 
tailed considerations are left for subse- tables, giving the composition and nu- 
quent advanced courses. tritive value of the components of com- 


Vol. 38 Books . 
mercially canned foods. A bibliography 
is also included. Francis B. ELDER 
Physiology — By 
Bradley T. Scheer, Ph.D. New York: 
Wiley, 1948. 563 pp. Price, $6.00. 
This is a new textbook intended for 
use in an advanced university course in 
comparative physiology. The author 
jeels that comparative physiology should 
take its place beside comparative 
anatomy in the curriculum, since it 
serves to introduce basic principles by 
examining and interpreting variations 
in function in a wide variety of animal 


Comparative 


types. 
‘The book represents a departure from 
previous texts in comparative physi- 
ology in that each chapter takes up the 
functional systems in a definite order 
for a single phylum. This arrangement 
makes it possible to compare functions 
1 closely related organisms. A sum- 
mary at the end of each chapter stresses 
the evolution in function within the 
phylum and the relations to other phyla. 
The first chapter is devoted to a 
summary of fundamental physiological 
processes. To present this material in 
an abbreviated form without sacrificing 
accuracy is a difficult task. The author 
has done particularly well with it. The 
book is well documented throughout, 
numerous references in each section to 
original sources being readily available 
in footnotes. The great wealth of ma- 
terial presented and the arrangement of 
the material should attract the interest 
of physiologists and advanced students 
C. W. HAMPEL 


In zoology. 


Legal Aspects of Milk Sanitation 


By James A. Tobey, Dr.P.H., LL.D. 
2nd ed.). Washington: Milk Indus- 
try Foundaticn, 1947. 133 pp. Price, 
$5.00. 


rhe first edition of this book, pub- 
1936, listed and interpreted 
court decisions relating di- 


lished in 


300 


over 
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rectly to milk control with pertinent 
discussion and quotations from judicial 
opinions. The present revision brings 
the work up to date, including about 
100 additional decisions that have been 
handed down since 1936 and other new 
material. It is concerned primarily 
with public health control of milk and 
milk products. The legal aspects oi 
price fixing are not covered except by 
a brief review of decisions handed down 
by the United States Supreme Court. 

The purpose of the book is given in 
the preface as “an attempt to restate 
in lucid terms the constitutional, ad- 
ministrative, public, and private law in 
this country as it has been and is being 
applied to the production, handling, 
processing, distribution, and sale oi 
milk and dairy products. The book 
not intended as a substitute for an at- 
torney, but as a practical guide to the 
established law on this important sub- 
ject. For this purpose it has been ex- 
tensively documented, so that those who 
are faced with specific problems may 
have sources of further information.” 

With many years of experience in this 
field and unusual ability as a writer, 
the author has fulfilled the above pur- 
pose admirably. The text is concise 
but is adequate for a general under- 
standing of the law on all aspects oj 
milk control. Case references are given 
page by page in footnote citations and 
also at the end of the book in a table 
of cases arranged according to states. A 
good general bibliography and an ade- 
quate index are included. 

Although written primarily as a 
source of information for the milk 
industry, this book is equally suitable 
for the use of health officers and others 
who must deal with the administration 
and enforcement of milk sanitation 
regulations. Although not very strongly 
bound, the book is well printed, con- 
veniently arranged, and otherwise of 
satisfactory format. Roy J. Morton 
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BOOKS RECEIVED 


Listing in this column acknowledges the receipt of books and our appreciation to the 
senders. Space and the interests of readers will permit review of some, but not all, of the 


books listed. 


ComMuNIcABLE Diseases. Nina D. Gage, 
R.N., and John Fitch Landon, A.B.,M.D. 
(Sth ed.). Philadelphia: F. A. Davis, 1948. 
541 pp. Price, $4.00. 

Tue Diasetic’s Hanpsoox. Anthony M. Sin- 
doni, Jr.. M.D. New York: Ronald Press, 
1948. 194 pp. Price, $3.00. 

DracNostic PROCEDURES FOR VirUS AND RIcK- 
ETTSIAL Diseases. Thomas Francis, Jr., 
M.D., Chairman, Committee on Diagnostic 
Procedures for Virus and Rickettsial Dis- 
eases. New York: American Public Health 
Association, 1948. 347 pp. Price, $4.00. 

Die LuNGENTUBERKULOSE Betm ERWACHS- 
ENEN. Klinik and Therapie Fur Die Praxis. 
Hermann Weber, M.D. New York: Gruen 
& Stratton, 1948. 417 pp. 

THe Encacep Coupe Has a Ricut To Know 
(A Modern Guide to Happy Marriage). 
Abner I. Weisman, M.D. New York: Ren- 
bayle House, 1948. 256 pp. Price, $3.00. 

Enyoy Your Cuitp—Ages 1, 2 and 3. James 
L. Hymes, Jr. New York: Public Affairs 
Committee, Pamphlet No. 141. 32 pp. 
Price, $.20. 

EsseNnTIALS OF ZooLocy. George Edwin Pot- 
ter, Ph.D. (2d ed.). St. Louis: C. V. 
Mosby, 1948. 544 pp. Price, $4.00. 

EVALUATING THE SERVICES OF THE Nurse. A 
Handbook for Staff Nurses and Supervisors. 
New York: Metropolitan Life Insurance 
Co., 1948. 54 pp. 

HEALTH AND PuysicaL EpucATION FOR JUNIOR 
AND Sentor Hicu Scnoors. David K. 
Brace. New York: A. S. Barnes and Co., 
1948. 392 pp. Price, $4.00. 

HEATING VENTILATING AIR CONDITIONING 
Guime 1948. Vol. 26. New York: Ameri- 
can Society of Heating and Ventilating En- 
gineers, 1948. 1280 pp. Price, $7.50. 

History oF Factory AND MINE HYycIrenr. 
Ludwig Teleky, M.D. New York: Colum- 
bia University Press, 1948. 342 pp. Price, 
$4.50. 

Insect Pests. Wm. Clunie Harvey, M_D., 
D.P.H., and Harry Hill, F.R.San.1, FS.1.A, 
AM.1S.E. (2d ed.). New Yerk: Paul B. 
Hoeber, Inc., 1948. 347 pp. Price, $5.00. 

IntTRODUCTION TO HeaLTH Epvucation. Jack- 
son R. Sharman. New York: A. S. Barnes 
and Co., 1948. 273 pp. Price, $3.00. 

Mepicat Researcu Councit. Memorandum 


No. 18. Thyroid Enlargement and other 
Changes Related to the Mineral Content of 
Drinking Water (with a Note on Goitre 
Prophylaxis). Margaret M. Murray, J. A 
Ryle, Beatrice W. Simpson, and Dagmar 
C. Wilson. London: His Maijesty’s Sta- 
tionery Office, 1948. 39 pp. Ninepence net. 

PuysicaL EpucaTION: INTERPRETATIONS AND 
Osjyectives. Jay B. Nash, Ph.D. New York: 
A. S. Barnes and Co., 1948. 288 pp. Price, 
$3.00. 

PRINCIPLES OF HEALTHFUL LIVING FoR THE 
INDIVIDUAL AND THE COMMUNITY. Edgar 
F. Van Buskirk, Ph.D., and Edited by Car! 
L. Kline, M.D. New York. The Dryden 
Press, 1948. 474 pp. Price, $3.50. 

THe PsycHoLtocy oF ABNORMAL BEHAvior. 
Louis P. Thorpe, Ph.D., and Barney Katz, 
Ph.D. New York: Ronald Press, 1948. 877 
pp. Price, $6.00. 

THE PsYCHOLOGICAL ORIGIN AND TREATMENT 
or Envuresis. Stevenson Smith, Ph.D., Se- 
attle, Wash.: University of Washington 
Press, 1948. 70 pp. Price, $1.75. 

Tue Pusiic WELFARE Directory 1948. How- 
ard L. Russell, Editor. Chicago: American 
Public Welfare Association, 1948. 310 pp. 
Price, $1.80. 

Recent ADVANCES IN Pusiic Heattnu. J. L. 
Burn, M.D.,D.Hy. D.P.H. London: J. & A 
Churchill Ltd., 1947. 409 pp. Price, 25/s. 

Tue A Critical Bibliographic 
Review. Martin Gross, M.D., and Leon A. 
Greenberg, Ph.D. New Haven, Conn 
Hillhouse Press, 1948. 380 pp. Price, $6.00. 

SAFETY FOR THE Hovusenotp. U. S. Depart- 
ment of Commerce. National Bureau of 
Standards. Washington, D. C.: Govern- 
ment Printing Office, 1948. 190 pp. Price, 
$.75. 

SCIENTIFIC PERIODICALS IN THE NETHERLANDS. 
Compiled by A. Gorter. The Hague, Nether- 
lands: Centrale Organisatie T.N.O., 1947 
36 pp. Price, $1.25. 

Sex Variants: A Stupy oF Homosexual Pat- 
trrns. George W. Henry, M.D. New York 
Paul B. Hoeber, Inc., 1948. Price, $8.00 

Smcke. The Problem of Coal and the Atmos- 
phere. Arnold Marsh, MSc.Tech.,M_Ins'.F 
Cleveland: The Sherwood Press, 1945 6 
pp. Price, $7.00. 

Workeook ror Heattn tx Your Liv- 
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iwc. Francis L. Bacon. Boston: Houghton 
Miffiin Co., 1948. 121 pp. Price, $.80. 
Your Skin AnD Its Care. Howard T. Behr- 
man, M.D., and Oscar L. Levin, M.D. New 
York: Emerson, 1948. 255 pp. Price, $2.50. 


THE FOLLOWING REPORTS HAVE BEEN 
RECEIVED 

Aywertcan Cancer Socrety. Annual Report 
1047. New York: American Cancer So- 
ciety, 102 pp. 

\ssoCIATION OF AMERICAN RarLroaps. Tech- 
nical Reports Nos. 3 and 4. Report on an 
Investigation into the Use of Railway 
Passenger Car Toilets and the Nature and 
Quantity of the Toilet Wastes. New York: 
Association of American Railroads, 1947. 

CALIFORNIA Pustic HeattH Report 1945- 
1947. San Francisco: State Department of 
Public Health. 187 pp. 

Ciry oF Montreab, Canapa. Ad. Groulx, 
M.P.H..M.D. Report of the Department 
of Health, 1946. 329 pp. 

Dape County DEPARTMENT OF HeattH. An- 
nual Report 1947. Miami, Fla.: Department 
of Health. 

Hartem Councit on Socrat Hycrene, Inc. 
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Annual Report, 1947. New York: Harlem 
Council on Social Hygiene. 15 pp. 

It Was 100 Years Aco Last May. Annual 


Report of the Peoria City Health Depart- 
ment, 1947. Peoria, Ill.: Department of 
Health. 14 pp. 

Lire Insurance MepicaL Research Funp 
Third Annual Report, 1947. New York: Life 
Insurance Medical Research Fund. 95 pp 

Lonpon ScHoot or AND TROPICAL 
Mepicine. Report on the Work of the 
School for the Year 1946-1947. London: 
University of London. 134 pp. 

MARYLAND STATE DEPARTMENT OF HEALTH 
Report of a Health Officer Committee on 
the Coérdination of Preventive and Cura- 
tive Services, 1948. 37 pp. 

NATIONAL COMMITTEE FOR MENTAL HyGIEnr, 


Inc. Annual Report, 1947. New York 
National Committee for Mental Hygiene 
1948. 48 pp. 


Annual Report 
1946. Depart- 


PORTLAND, OREGON, CITY OF. 
of Bureau of Health for 
ment of Finance. 71 pp. 

QUEENSBORO TUBERCULOSIS AND HEALTH Asso- 
CIATION. 29th Annual Report April, 1947- 
March, 1948. Jamaica, New York: Queens- 
boro Tuberculosis and Health Association 


A SELECTED PUBLIC HEALTH BIBLIOGRAPHY 
WITH ANNOTATIONS 


RAYMOND S. PATTERSON, PH.D. 


Warmly Recommended Reading 

Based, for a change, on realities a 
practical dental health plan for Balti- 
more children is set in motion. There 
should be some suggestions for you— 
ii you have any concern whatever about 
the commonest of all physical defects 
in this forward-looking move. 

\non. A Dental Care Program for Balti- 
more’s School Children. Baltimore Health 
News 25, 5-6:26 (May-June), 1948. 


Alcoholics Non-Industrious—Alco- 
holism is a very great public health 
problem, asserts this student who tells 
what industry might do about reclaim- 
ing its drunks during the two to ten 
years they take to progress from serious 


drinker to full-blown souse. The cost is 
$90 to $140 per lush reclaimed. 

Bacon, L. R. Alcoholism in Industry. In- 
dust. Med. 17, 5:161 (May), 1948. 


Strains of Influenza A—Vaccines, 
which were effective against earlier in- 
fluenza outbreaks, failed to protect the 
vaccinated during the 1947 visitations, 
in so far as the experience of 13 in- 
dustrial establishments goes. But, don’t 
be too discouraged: probably we’ll have 
more potent vaccines in the future, as- 
serts the reporter. 

Baetyer, A. M. Results of Influenza Va 
cination in Industry During the 1947 Epi- 


demic. Indust. Med. 17, 5:171 (May), 1948 
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This Seems Reasonable—After a 
three year study, a commission con- 
cludes that influenza A and B are en- 
demic infections which periodically erupt 
in epidemics. Between eruptions the 
virus is transferred from unrecognized 
case to unrecognized case. 

CoMMIsSION ON AcUuTE Dis- 
EASES, Fort Bracc, N. C. Endemic Influenza 
Am. J. Hyg. 47, 3:290 (May), 1948. 


Go Slow, They Urge—Streptomy- 
cin cannot be considered a cure for tu- 
berculosis at present, assert two Doubt- 
ing Thomases. More controlled experi- 
ences are needed before accepting the 
drug as more than incompletely retard- 
ant of the infection in man. The paper’s 
discussant seems to imply that the 
writers erected a sizable straw-man to 
bowl over. 

Corper, H. J. and Conn, M. L. Various 
Phases of the Use of Streptomycin in Tuber- 
culosis. J. A. M. A. 137, 4:356 (May 22), 
1948. 


Rats Is Rats—For what it’s worth 
to you, here is a statistic: a third of all 
roof rats of San Antonio carried typhus 
antibodies, while a half or more of the 


brown rats were positive. 

Davis, D. E. Observation on Rats and Ty- 
phus Fever in San Antonio, Texas. Pub. Health 
Rep. 63, 21:783 (June 11), 1948. 


“An Idea Whose Time Has 
Come ”—Outlined in this useful paper 
is the plan for a rural-hospital-health- 
center to be created under the Hospital 
Construction Act. You had better fa- 
miliarize yourself with this example of 
what can be done. 

Davis, G. L. The Hespital as a Community 
Health Center. Pub. Health Nurs. 40, 6:311 
(June), 1948 


“Study, Decision—and Action 
Don't miss this. The chairman and 
four participants discuss the National 
Health Assembly. We are due to hear 
about that gathering for months to 
come, but you'll profit by this early 
report. 
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Ewinc, O. R., et al. Essentials for Nationa! 
Health. Survey Midmonthly, 84, 6:19; 
(June), 1948. 


Sanitizing Agents—One quote js 
offered on the chance it will tell yoy 
whether you will profit by reading the 
whole paper: “If the alkalinity of the 
detergent is sufficiently high to saponify 
fat, the resulting soap will inactivate 
the cationic quaternary ammonium 
compound with resultant loss in bacteri- 
cidal activity.” 

GiassMAN, H. N. Surface Active Agents 


and Their Application in Bacteriology. Bact 
Rev. 12, 2:105 (June), 1948. 


Carriers are Responsible—Polio 
virus leaves the patient through secre- 
tions of the mouth and nose and by the 
feces. Direct contact with infected 
persons rather than any widespread 
neighborhood factor is the usual source 
for the spread, these researchers con- 
clude. 

Gorpon, F. B., et al. 
the Epidemiology of Poliomyelitis. J 
Dis. 82, 3:294 (May-June), 1948. 


Laboratory Study oi 
Infec t 


“Seriaus Deficiencies Exist 
Having ascertained the needs, the Acad- 
emy of Pediatrics, collaborating with 
the Public Health Service and the Chil- 
dren’s Bureau, has embarked upon an 
ambitious attempt to better the distri- 
bution of child health services for all 
children. May they succeed beyond 


their most ambitious dreams! 

Hursarp, J. P., et al. Health Services for 
the Rural Child. J. A. M. A. 137, 4:33i 
(May 22), 1948. 


What’s a Cured Cancer Worth?— 
Cancer detection centers are an €x- 
pensive undertaking, outside the realm 
of practicability for the average com- 
munity. The National Cancer Institute 
has set up a demonstration unit at Hot 
Springs to see what parts can be sal- 
vaged from the idea that might be put 
to use locally. 

Kopiin, A. N. Objectives and Program ol 
the Arkansas Cancer Detection Project. Pub. 


n 
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Health Rep. 63, 25:813 (June 18), 1948. 


Tampering With Personality- 
This you must read. It’s about the 
nurse’s contribution to mental health, 
but what the writer says to nurses ap- 
plies equally to most of the rest of us. 
His introductory statements about the 
practicability and applicability and dur- 
ability and clarity of ideas is not to be 
missed. . 

LemKavu, P. V. What Can the Public Health 
Nurse Do in Mental Hygiene? Pub. Health 
Nurs. 40, 6:299 (June), 1948. 


Good Samaritans Please Note 
Blood donors recovered their hemoglo- 
bin, red cell, and serum protein levels 
quickest when their diets furnished 90 
om. of protein daily. One quart of 
milk, an egg, two servings of meat and 
one of cheese or legumes produced the 
90—and a little gain in weight. 

Leverton, R. M., et al. Blood Regeneration 
in Women Blood Donors. J. Am. Dietet. A 

6:480 (June), 1948 


Artificial Respiration—-Health 
workers with a yen for first aid will want 
this exhaustive report on “suck and 


blow” and other respirators, for their 
clipping files. 

Mot tey, H. L., et al. Intermittent Positive 
Pressure Breathing. J. A. M. A. 137, 4:370 
(May 22), 1948. 


“Needs Must When the Devil 
Drives May 7, London com- 
memorated the centenary of the ap- 
pointment of Sir John Simon, first Med- 
ical Officer of Health for the city. You 
need the historical information in the 
story of his appointment. Fear of ap- 
proaching cholera was the principal 
cause. 

Unperwoop, E. A. The Centenary of Brit- 
ish Public Health. Brit. M. J. No. 4557 p 
890 (May 8), 1948 


He’s Against Wholesale Medica- 
tion—Of the contacts of early syphilis 
cases brought in for examination, slightly 
less than ha]f were found to be infected. 
The proposal that a// contacts be treated 
seems unwise, in the face of these find- 
ings, says the writer. 

Von Werssowetz, A. J. The Incidence of 
Infection in Contacts of Early Syphilis. Ven 
Dis. Inform. 29, $:132 (May), 1948 


Greetings paea the Public Health 
Association of Brazil 


The American Public Health Asso- 
ciation is in receipt of the following 
letter from Dr. Oswaldo L. da Costa, 
the Executive Secretary of the Socie- 
dade Brasileira de Higiene of Rio de 
Janeiro. Through the columns of the 
American Journal of Public Health it 
is shared with North American col- 
leagues to whom it is addressed. 


The Sociedade Brasileira de Higiene, a 
National Organization of Public Health 
workers, considers this opportunity very ap- 
propriate to address its North American col- 
leagues through the American Public Health 
Association. 

The factors that determined the creation 
ol our society are the same that prompt us 
now to send this message: Association of 


ideas and efforts for the progress of Public 
Health. 

“The aims of all workers in the field of 
health protection are not limited by national 
boundaries and are free from individual or 
group prejudices 

‘This assertion has more power and mor 
truth for those who follow the new and suc- 
cessful road of the aptly called ‘ Good 
Neighbor Policy.’ 

“We want to add to the many facts that 
day by day are strengthening the approach 
of our governments and people this letter 
from the doctors, engineers, nurses and other 
affiliates of the Sociedade Brasileira de 
Higiene to the American Public Heaith Asso- 
ciation. 

“The American Public Health Association 
will surely make known to all its associates 
this message of friendship and hope for eve 
increasing cooperation.” 


Aug., 1948 


ASSOCIATION NEWS 


SEVENTY-SIXTH ANNUAL MEETING 
AMERICAN PuBLIC HEALTH ASSOCIATION 


Boston, Mass., NOVEMBER 8—|2, 1948 


NOMINATIONS FOR THE GOVERNING COUNCIL 


In accordance with the By-laws of 
the Association, the Nominating Com- 
mittee for Governing Council Members 
consisting of one Fellow elected by each 
Section and a Chairman appointed by 
the Executive Board, reports the fol- 
lowing nominations for the Governing 
Council. The Chairman of the Com- 
mittee is George T. Palmer, Dr.P.H., 
Consultant in Public Health Adminis- 
tration with the California State De- 
partment of Public Health. The other 
members are: J. Lloyd Barron, En- 
gineering Section; Samuel R. Beren- 
berg, M.D., Maternal and Child Health 
Section; Frank C. Cady, D.D.S., Dental 
Health Section; Marion H. Douglas, 
R.N., Public Health Nursing Section; 
Marietta Eichelberger, Ph.D., Food and 
Nutrition Section; J. William Fehnel, 
Industrial Hygiene Section; Ruth E. 
Grout, Ph.D., School Health Section; 
Henry E. Meleney, M.D., Epidemiology 
Section; Lucy S. Morgan, Ph.D., Pub- 
lic Health Education Section; "Hugo 
Muench, M.D., Vital Statistics Section; 
Thomas F. Sellers, M.D., Laboratory 
Section; and E. V. Thiehoff, M.D., 
Health Officers Section. 

The By-laws provide that “upon the 
petition of twenty-five Fellows, the 
Nominating Committee shall add the 
name of any Fellow to the nominees 
selected by it, provided such petition 
is received not less than thirty days 
before the Annual Meeting.” 


The terms of ten elective Councilors 
will expire at the time of the Boston 
Annual Meeting. The ten nominees re- 
ceiving the highest number of votes cast 
by the Fellows present and voting at 
the Annual Meeting will be declared 
elected to fill the three year term ex- 
piring in 1951. 


Joseph C. Aub, M.D. 
Massachusetts General Hospital 
Boston, Mass. 


Charles F. Blankenship, M.D. 
U. S. Public Health Service 
Chicago, II. 


Ruth E. Boynton, M.D. 
University of Minnesota 
Minneapolis, Minn. 


H. Trendley Dean, D.DS. 
National Institute of Health 
Bethesda, Md. 


Vivian Drenckhahn, 
National Tuberculosis Association 
New York, N. Y. 


Marietta Eichelberger, Ph.D 
Evaporated Milk Association 
Chicago, IIl. 


Paul R. Ensign, M.D. 
State Board of Health 
Topeka, Kans. 


Frederick W. Fabian, Ph.D 
Michigan State College 
East Lansing, Mich. 
Katherine Faville, RN. 
Wayne University 
Detroit, Mich 
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Roy F. Feemster, M.D. 


State Department ot Public Health 


Boston, Mass. 

Alfred H. Fletcher, M.S 
City Health Department 

New York, N. Y 

John E. Gordon, M.D 
Harvard University 

Boston, Mass 

Harold B. Gotaas Sc.D 
University of California 
Berkeley, Calif 

Ann W. Haynes, M.P.H 
State Department of Public Health 
San Francisco, Calif 

Mariorie M. Heseltine, M.A 
Children’s Bureau 
Washington, D. C 


Beniamin G. Horning, M.D 
W. K. Kellogg Foundation 
Batth Creek, Mich 


Edmund K. Kline, Dr.P.H 
Cattaraugus County Department of Health 
Olean, N. Y 


PROGRESS IN THE MERIT SYSTEM 
SERVICE 

The Merit System Service of the 
Association has more than tripled its 
output during the past year as is re- 
vealed in a recent report to the Execu- 
tive Board. Thirty-three states and nine 
cities have used the examinations pre- 
pared by the Merit System Service. In 
addition, schools of public health nurs- 
ing, schools of sanitary engineering, 
visiting nurse associations, the U. S. 
Public Health Service and state licens- 
ing or registration boards are using 
these examinations. 

Descriptive of the activity of the staff 
on the 5th floor at 1790 Broadway, New 
York, is the report for the month of 
May, 1948, Twenty-seven examinations 
were prepared for 6 states and delivery 
of examinations was made to one school 
of public health nursing. Three states 
ordered 19 examinations for future de- 
livery. There are orders on hand for 61 
examinations for 9 states and 23 exami- 


Louise Knapp, R.N. 

Washington University 

St. Louis, Mo. 

Guy G. Lunsford, M.D 

State Department of Public Health 
Atlanta, Ga. 


James E. Perkins, M.D 
National Tuberculosis Association 
New York, N. Y. 


Ruth R. Puffer, Dr.P.H 
State Health Department 
Nashville, Tenn. 

James S. Simmons, M.D 
Harvard University 

Boston, Mass. 

Dean F. Smiley, M.D 
American Medical Association 
Chicago, 

Eunice N. Tyler, Ph.D 
University of North Carolina 
Chapel Hill, N. C. 

Myron E. Wegman, M.D 
Louisiana State University 
New Orleans, La. 


nations for the U. S. Public Health 
Service. 

To show the widespread use of the 
examinations, lists were prepared as of 
May 31, 1948. Seven states have or- 
dered written examinations for admin- 
istrative health officers, and two cities 
have used examinations for similar 
classes. The U. S. Public Health Serv- 
ice is using written objective-type ex- 
aminations prepared in codperation with 
the Merit System Service for the selec- 
tion and promotion of commissioned 
officers. One state is planning to use 
the examinations for the selection of 
medical officers for promotion within 
the state health department. The states 
which have used examinations for ad- 
ministrative health officers are as 
follows: 

Administrative Health Officers 
California 

Colorado 

Illinois 

New York 

Oklahoma 

South Dakota 
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Examinations for the selection of 
laboratory personnel have been delivered 
to 16 states as follows: 


Laboratory 

Nevada 

North Carolina 
Oklahoma 
Rhode Island 
South Dakota 
Utah 

Vermont 

West Virginia 


Alabama 
Georgia 
Illinois 
Kentucky 
Louisiana 
Maryland 
Mississippi 
Missouri 


Twenty-one states have ordered ex- 
aminations in environmental sanitation. 
One state is using an examination for 
licensing sanitary inspectors and a 
school of sanitary engineering used an 
examination for students of sanitary en- 
gineering. The Public Health Service is 
now using examinations for the selection 
and promotion of sanitary engineers. 
The states using examinations in en- 
vironmental sanitation are listed. 

The most extended use of written ex- 
aminations prepared by the Merit Sys- 
tem Service is in the field of public 
health nursing. Examinations have been 
delivered to 30 states as well as to 


Nursing 
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Environmental Sanitation + 


Massachusetts 
Mississippi 
Missouri 
Nebraska 
Nevada 

North Carolina 
Oklahoma 
South Carolina 
South Dakota 
Utah 


California 
Colorado 
Florida 
Georgia 
Idaho 
Illinois 
Iowa 
Kentucky 
Louisiana 
Maryland 


schools of public health nursing, visiting 
nurse associations and the U. S. Public 
Health Service. The states are listed 
below. 

The use of written objective examina- 
tions as one of the devices for selecting 
public health personnel is on the in- 
crease and indicates a trend in personnel 
practices. A health agency is consider- 
ing using written objective examina- 
tions for determining knowledge in the 
general field of public health as a guide 
to in-service training. The Merit Sys- 
tem Service is developing short illustra- 
tive examinations for use at the annual 
meeting. Inquiries regarding the exami- 
nation services are invited. 


Oklahoma 


Kentucky 
Louisiana 
Maryland 
Massachusetts 
Mississippi 
Nebraska 
Nevada 

New Mexico 
New York 
Ohio 


Alabama 
Arizona 
California 
Delaware 
Florida 
Georgia 
Idaho 
Illinois 
Iowa 
Kansas 


Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Utah 

Vermont 
Virginia 

West Virginia 
Wyoming 


APPLICANTS FOR MEMBERSHIP 


The following individuals have applied for membership in the Association. 
requested affiliation with the sections indicated. 


They have 


Sidney Cobb, M.D., Nashoba Health Unit, 
Central Ave., Ayer, Mass., Director 

Harold O. Hunt, M.D., Town Hall, Falmouth 
Mass., Inspector, Falmouth Board of Health 

George Kraus, M.D., 51 Blaine St., Fairfield, 
Conn., Health Officer, Town of Fairfield 


Health Officers Section 
Joseph M. Bistowish, M.D., County Health 
Dept., P. O. Box 491, Gainesville, Fla., 
Asst. Health Officer, Alachua County 
L. R. B. Centanni, M.D., Box 128, Thibodaux, 
La., Director, Lafourche Parish Health Unit 
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Moreder, M.D., M.P.H., Ezcueia dk 
Salubridad. 9 de Julio, 3467, Santa Fe, 
\rventina, S. A. Professor of Public Health 
\dministration, School of Public Health, 
National University of the Litoral 

Gordon M. Parrott, M.D., 1023 N. Tacoma 
\ve.. Tacoma, Wash., Asst. Director, Tacoma 
& Pierce County Health Depts. 

W. M. Singleton, M.D., Court House, Room 

Portsmouth, Ohio, County Health Com- 
missioner, Scioto County Board of Health 

Joseph H. Stickler, M.D., M.P.H., Route 5, 

Box 993, Hanford, Calif., Kings County 
Health 

Albert E. Thoms, M.D., C.M.D.P.H., Leeds & 
Grenville Health Unit, Brockville, Ontario, 
Canada, Director 

Mvron G. Tull, M.D., M.P.H., 426 E. Lake 
Ave., Baltimore 12, Md., Administrative 
Health Officer, City Health Dept. 


Laboratory Section 

Virginia D. Allen, M.S., State Laboratory ot 
Hygiene, M. I. Bldg., Madison, Wis., Bac- 
teriologist 

Louise Barney, 2227 Ellis Ave., Boise, Idaho, 
Senior Bacteriologist, State Dept. of Public 
Health 

Seymour A. Greenspon, A.M., 201 College 
Ave., Columbia, Mo., Instructor in Medical 
Bacteriology and Preventive Medicine, Univ. 
of Missouri 

Russell R. Harrison, 209 Center Drive, N.H.A. 
1, Honolulu 50, T.H., Bacteriologist and 
Asst. Epidemiologist, District Medical Office, 
Preventive Medicine Section, Pearl Harbor, 
TH 

Floyd A. Martin, M.D., 4 McAlester Hall, Co- 
lumbia, Mo., Professor of Bacteriology and 
Preventive Medicine, School of Medicine, 
Univ. of Missouri 

\. Kealy Mayes, City Health Dept. Labora- 
tory, 2013 Commerce, Dallas, Tex., Labora- 
tory Director 

Francis Pattison, Caro State Hospital for Epi- 
leptics, Caro, Mich., Bacteriologist 

Helen Schmidt, 4218 Geneva St., Pittsburgh 
1, Pa., Student, Univ. of Pittsburgh 

Milton Segalove, Ph.D., 10717 Venice Blvd., 
Los Angeles 34, Calif., Bacteriologist, Bio- 
Science Laboratories, Inc. 

Charles Symon, M.D., Benesova 10, Brno, 
Czechoslovakia, Asst. Dept. of Hygiene and 
Bacteriology, Medicine Faculty, Brno 

Peter Vogel, M.D., 51 East 90th St., New York 
28, N. Y., In charge, Rh. Testing Labora- 
tory, Bureau of Laboratories 

Engineering Section 
Charles G. Caldwell, MS., 554 E. Garcia, 


Santa Fe, N. M., Director, Division of San 
itary Engineering and Sanitation, State 
Dept. of Public Health 

Ray L. Derby, Terminal Annex, P. O. Box 
3669, Los Angeles, Calif., Principal Sanitary 
Engineer, Los Angeles Dept of Water and 
Power 

Robert E. Mytinger, 136 South Canon Drive, 
106, Beverly Hills, Calif., Student, School of 
Public Health, Univ. of California 

Donald L. Truax, 101 California St., San 
Francisco 19, Calif., Consulting Sanitarian, 
California Packing Corp. 

Thomas N. Uffe'man, 1012 18th Avenue South, 
Nashville 4, Tenn., Trainee, Davidson County 


Health Dept. 


Industrial Hygiene Section 
M. N. Rao, Dr. P.H., 110 Chittaranjan Ave., 
Calcutta, India, Asst. Professor in Physio- 
logical and Industrial Hygiene, All India 
Institute of Hygiene and Public Health 


Food and Nutrition Section 
Margaret P. Zealand, 19 W. State St., Trenton 
8, N. J., Nutritionist, State Dept. of Health 


Maternal and Child Health Section 

Helen E. Hestad, 2732 Harriet Ave., South, 
Minneapolis, Minn., Consultant in Maternal 
and Child Health, Bureau of Public Health 
Nursing, City Health Dept 

Wallace S. Trowbridge, 1116 Denver, Boise, 
Idaho, Special Investigator, State Dept. of 
Public Health 

Shih-Chin Wang, M.D., M.P.H., National In- 
stitute of Health, Ministry of Health, Nan- 
king, China, Technical Expert, Maternal 
and Child Health 


Public Health Education Section 
Ernest L. Bates, 343 Atlas Ave., Grand Rap- 
ids 6, Mich., State Representative, National 
Foundation for Infantile Paralysis, Inc 
William T. Beatty, II., 74 John St., Kingston, 
N. Y., Health Educator and Asst., Ulster 
County Tuberculosis and Health Assn 
Marion T. Bryant, M.P.H., 2761 Fifth Ave., 
San Diego 3, Calif., Public Health Educator, 
San Diego City and County Health Depts 
Charles E. Burbridge, 654 Girard St., N.W., 
Apt. 201, Washington 1, D. C., Supt., Freed- 
men’s Hospital 
Mrs. Eleanor Fletcher, 993 Cragmont Ave., 
Berkeley 8, Calif., Trainee at Univ. of Cali 
fornia and San Diego Health Dept 
Winifred H. Hillard, R.N., 405 Walker St., 
Cliffside Park, N. J., Asst. School Health 
Educator, District of Columbia Tuberculosis 


Assn 
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Valda V. Johnson, 915 S. 5th, Ponca City, 
Okla., Exec. Secy., Kay County Tuberculosis 
Assn. 

W. Wray Jonz, M.P.H., 805 Sixth, Eureka, 
Calif., Health Educator, Humboldt County 
Health Dept. 

Charles L. Massey, Jr., 613 W. Dickson St., 
Fayetteville, Ark., State Representative, Na- 
tional Foundation for Infantile Paralysis, 
Inc. 

Miriam Newmark, 1 Madison Ave., New 
York 10, N. Y., Secy., Metropolitan Life 
Insurance Company 

Wilbert P. Pape, 633 North Fourth St., Mil- 
waukee 3, Wis., Director of Health and 
Physical Education, Young Mens Christian 
Assn. 

Gladys M. Peacock, 222 E. 49th St., New 
York, N. Y., Information Secy., Bronx Com- 
mittee, N. Y. Tuberculosis and Health Assn. 

Maxine T. Shafer, MS.P.H., City Health 
Dept., Asheville, N. C., Public Health Edu- 
cator 

W. Franklin Wood, M.D., McLean Hospital, 
Waverley 79, Mass., Director 


Public Health Nursing Section 

Gertrude Cramer, R.N., 321 E. 6th St., A-.R.C,, 
Cincinnati, Ohio, Director Nursing Serv- 
ices, Cincinnati and Hamilton County Chap- 
ter, American National Red Cross 

Ruby Daniels, Box 1296, Sterling, Colo., Super- 
vising Nurse, Northeast Colorado Health 
Dept. 

Olive J. Faulkner, M.S., 3924 Alma Ave., Rich- 
mond, Va., Advisory Nurse, State Health 
Dept. 

Pearl H. Hamilton, R.N., Michigan Dept. of 
Health, Lansing, Mich., Regional Nursing 
Consultant 

Mary Kutansky, 1001 E. 3rd St., Chattanooga, 
Tenn., Instructor, Erlanger Hospital 

Dorothy Morris, B.S. in N.Ed., St. Elizabeths 
Hospital, Washington 20, D. C., Asst. Chief 
Nurse 

Charlotte C. Skooglund, M.A., 56 Lockwood 
St., Providence 2, R. I., Assoc. Director, 
School of Nursing, Rhode Island Hospital 

Roma M. Summers, Orofino, Idaho, Public 
Health Nurse, State Dept. of Public Health 

Irene P. Woods, 618 8th Ave., Lewiston, 
Idaho, Supervising Public Health Nurse, 
North Central District Health Unit 


Epidemiology Section 
Dudley W. Hargrave, M.D., M.P.H., 510 
Terminal Bldg., Rochester 4, N. Y., District 
State Health Officer 
Luis E. Najera-Angulo, M.D., Buenos Aires 
769, Tucuman, Argentine, S. A., Professor 
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oi Epidemiology, Universidad Nacional de 
Tucuman 

Harold J. Sacks, M.D., 3825 S. Burnside. 
Los Angeles 56, Calif., Clinic Director, City 
Health Dept. 

Vaclav Tomasek, M.D., Veveri 9, Brno, Czech. 
oslovakia, Professor of Hygiene, Masaryk: 
Univ., Medical Faculty ; 


School Health Section 
Roland Y. Glidden, M.D., 5334 Chesley Ave. 
Los Angeles 43, Calif., Supervisor, Schoo! 
Health, City Board of Education 
Basil R. Tolle, P. O. Box 2275, Stanford 
Calif., Student, Stanford Univ. 


Dental Health Section 


Frank P. Bertram, D.D.S., M.P.H., 3400 North 
Eastern Ave., Oklahoma City, Okla., Direc 
tor, Division of Preventive Dentistry, State 
Health Dept. 

Harry I. Kurisaki, D.DS., 1192 Smith St, 
Honolulu, T.H., Territorial Dental Board 
Member 

Norman C. LeClerq., D.D.S., University Club 
Bldg., St. Louis, Mo., Dentist : 

Roy D. Smiley, D.DS., 1098 W. Michigan S: 
Indianapolis, Ind., Director, Division o/ 
Dental Health, State Board of Health 

William E. Walton, D.DS., R.F.D., Auburn 
Pa., District Dental Officer, Bureau of Den 
tal Health, State Dept. of Health 


Unaffiliated 

Philip E. Adams, D.M.D., 106 Marlboro St, 
Boston 16, Mass., Professor of Orthodontics 
Tufts College Dental School 

Albert L. Albright, 1021 Tyler, Topeka, Kan 
Director, Division of Personnel and Finance 
State Board of Health 

Kenneth J. Carhart, 87 Acres Drive, Hamilton 
Square, N. J., Asst. Chief, Division of Per- 
sonnel, Administration Records and A 
counts, State Dept. of Health 

John J. Carroll, 54 40th St., Irvington 1! 
N. J., Secy., Health Dept. 

Eva H. Erickson, 515 Main, Olean, N. Y 
Administrator, Olean General Hospital 

Howard E. Ericson, 3114 West Raymond St 
Seattle 6, Wash., Operating Manager, Wash 
ington State Dept. of Health 

Henry Gavens, M.C.S., Municipal Cente: 
D. C. Health Dept., Washington, D. C 
Budget and Administrative Officer 

Alice Harris, 2747 Haste St., Berkeley, Calli 
Asst. Secy., American Public Health Assn 
Western Branch 

Robert T. Malone, Centennial Bldg., Room ‘ 
Springfield, Ill., Fiscal Officer, State Dept 
of Public Health 


Z. McCracken, R.N., 328 Oakmoor Rd., 
Village, Ohio, General Secretary, Dis- 
Ohio State Nurses Assn. 
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Section, Bureau of Public Assistance, Fed- 
eral Security Administration 
Kenneth A. Tyler, M.D., 905 South Main St., 


Gooding, Idaho, Medical Director, Idaho 
State Tuberculosis Hospital 

Beulah T. Wild, M.A., 1014'4 Capitol, Hous- 
ton, Tex., Exec. Secy., Health Council of 
the Community Council 

Henry M. Wiswall, M.D., 308 Ford Bldg., 
Vancouver, Wash., General Medicine and 


Nemzoff, c/o Dr. E. Ruegg, Susen- 
trasse 90, Zurich, Switzerland, Medical 
lent. Univ. of Zurich 

» C. Petersen, R.F.D. 3, Boise, Idaho, Lay 
stigator, Local Health Service, State 
of Public Health 

Reynolds, State Board of Health, Raleigh, 


i 


C. Budget-Purchasing Officer, State Surgery 
rd of Health Charles V. Wynne, M.B.A., Waterbury Hos- 
Lucille M. Smith, 9403 Flower Ave., pital, Waterbury 61, Conn., Superin- 
Spring, Md., Chief, Medical Needs tendent 
Hotel Reservations at Boston 
Members are asking which is the “ Headquarters’’ hotel for the Boston 


Annual Meeting. The answer is that no one hotel has been designated head- 
quarters for delegates because Boston’s hotels, though numerous, are not large. 

A Housing Bureau is being operated for the Association by the Boston Conven- 
tion Bureau. We are asking members to select their own hotel from among those 
n and mailed to: 


sted on page 1178. The application should be carefully filled 


The Housing Bureau 
Boston Chamber of 
80 Federal Street 
Boston, Mass. 


Commerce 


Convention activities will center largely in Mechanics Building. We rearrange 
the list of hotels below to show you their location with relation to Mechanics 
Building. No. 1 is nearest, 2 next in order of distance, and so on. 


Hotel Minerva 6—Hotel Statler 13—Hotel Kenmore 
opley Square Hotel 7—Hotel Bradford 14—Hotel Braemore 
opley Plaza Hotel 8—Hotel Touraine 15—Hotel Bostonian 
otel Lenox 9—Hotel Puritan 16—Hotel Bellevue 
10—Hotel Somerset 16—Hotel Manger 
11—Hotel Myles Standish 16—The Parker House 
12—Hotel Sheraton 17—Hotel Continental 


otel Gardner 
otel Hemenway 
otel Vendome 


Single rooms are few and are hard to obtain. Rooms for double occupancy are 
strongly recommended. There is no question about the ability of Boston’s hotels 
to accommodate the delegates to the Annual Meeting, but the Housing Bureau 
and the Local Committee ask the cooperation of the membership in seeking double 
rather than single room accommodations. 


A.P.H.A. membership application blank on page XXV 


— 
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THE 76TH ANNUAL MEETING 

Boston, Mass., November 8-12, 1948 
Hotel Reservation Form 


The hotels listed below have rooms available for Association delegates at the rates indicated 
Please note that NO RESERVATIONS WILL BE ACCEPTED DIRECTLY BY HOTELs 
Make your reservation through: 
The Convention Bureau, Boston Chamber of Commerce, 80 Federal Street, Boston 10, Mass 


Hotels Singles Doubles Twin Beds Suites 
Bellevue $4.00-$6.00 $6.00-$8 .00 $7.25-$10.00 $12.00-$15.00 
Bostonian 3.00— 4.50 5.00— 6.50 5.00- 7.00 8.00- 10.00 
Bradford 4.00— 6.00 6.00— 7.00 6.50—- 8.00 12.00- 14.00 
Braemore 4.40— 6.60 6.40— 9.90 6.60- 9.90 9.90- 25.00 
Continental 3.50— 4.00 6.60 7.00 8.00- 
Copley Plaza 4.50— 6.60 7.75-— 8.80 8.80— 10.00 15.00- 
Copley Square 4.00- 5.00 6.00 7.00 10.00- 
Gardner 2.50— 5.00 4.00— 6.00 4.00- 6.00 7.50 
Hemenway 3.00— 3.85 4.40— 5.50 440- 5.50 None 
Kenmore 4.00— 6.00 6.50— 8.50 6.50- 8.50 10.00- 
Lenox 3.75— 5.00 5.50— 6.50 7.50 10.00- 
Manger 3.85-— 5.50 5.00—- 7.50 5.50- 7.50 None 
Minerva 3.00— 5.00 4.00— 6.00 5.00- 7.00 5.00- 
Myles Standish 3.85-— 6.50 5.50— 7.50 6.50- 7.50 6.50- 
Parker House 4.00— 6.50 6.25— 8.50 7.50— 10.00 14.00- 
Puritan 4.40— 6.60 6.60— 8.80 9.90 13.20- 
Sheraton 4.00— 4.50 7.00—- 8.00 7.00—- 8.00 7.00- 
Somerset 5.00— 9.00 7.00-11.00 7.00— 11.00 10.00- 
Statler 4.00— 9.50 6.50—-12.00 8.50— 14.00 17.50 
Touraine 4.00- 6.00 6.00— 9.00 7.50—- 9.00 14.00- 
Vendome 3.75— 7.00 §.50— 8.75 6.50— 8.75 10.00- 15 


MAKE ROOM RESERVATIONS EARLY 


APPLICATION FOR HOTEL ACCOMMODATIONS 
AMERICAN PUBLIC HEALTH ASSOCIATION 
76th Annual Meeting and Meetings of Related Organizations, Boston, November 8-12, 1948 
(Note that the Meeting opens Monday, November 8, at 9.30 A.M.) 
Please make hotel reservation as indicated below: 
Give three choices of hotels. 


ist Choice; Hotel ............ 2nd Choice; Hotel ............ 3rd Choice 
-. Room with Double Bed at $...... per day for .... persons 
.. Room with Twin Beds at $...... per day for .... persons 
. Room for three people at $...... per day for .... persons 
. Single room at $...... per day 
coos Suite at $...... per day for .... persons 
ARRIVING. NOVEMBER .... Hour ....... LEAVING: NOVEMBER .... Hour ...... 


Please print (or type) names and addresses of all occupants including persons making 


reservation. 
NAME STREET ADDRESS CITY STATE 


Mat to: The Convention Bureau, Boston Chamber of Commerce, 80 Federal St., Boston, Mass. 


RESERVATIONS WILL BE HELD UNTIL 6:00 P.M. ONLY, UNLESS 
THE HOTEL IS NOTIFIED OF LATE ARRIVALS 


ted. 


Ssss 
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EMPLOYMENT SERVICE 


The following pages present information for those seeking qualified public health 


pers¢ 
Th 

empl 
Address a 


nnel and for those seeking positions in public health. 
is is a service of the Association conducted without expense to the employer or 


ll correspondence to the Employment Service, A.P.H.A., 1790 Broadway, 


New York 19, N. Y., unless otherwise specified. 
(Supplemental to list in July Journal) 


PosiT1Ions AVAILABLE 


General Sanitarian whose principal 
duties will be restaurant § sanitation; 
should have Bachelor’s Degree with ma- 
ior in Chemistry or Bacteriology, and a 
minimum of one year’s experience in 
full-time local Health Department. Post- 
graduate work of at least one semester in 
a school of public health desirable. Densely 
populated county; large, well organized 
department staff; salary open. Write Di- 
rector, Will County Health Department, 
21 East Van Buren Street, Joliet, Ill. In- 
clude snapshot and short history in the 
first letter. 


Town of 26,000, convenient to medical 
and cultural centers needs _ full-time 
Health Officer, salary $6,000, plus mileage. 
Write Board of Health, Milford, Conn., 
for application. 


Bacteriologist with B.S. or B.A. degree, 
and 1 year training in public health bac- 
teriology and serology, and 1 year’s ex- 
perience in a public health laboratory to 
work in State Public Health Labora- 
tory. Salary $3,120 to $3,984. Apply State 
Department of Health, Box 1877, Rich- 
mond, Va. 


Health Educator for generalized full- 
time public health program; atomic en- 
ergy project Pacific Northwest; salary 
depending upon experience and training; 
40 hour week; complete community and 
plant program; M.P.H. required. Write 
or wire: Administrator, Kadlec Hospital, 
Richmond, Wash. 


_ Senior Bacteriologist, County Health 
Jepartment Laboratory. Salary $3,600- 
$4,560. Write Kern County Health De- 
partment, P.O. Box 120, Bakersfield, 


till 


Clinical Laboratory Technician in Kern 
County Department of Public Health, 
California. Salary $2,640 to $3,120 annu- 

y. Write P.O. Box 120, Bakersfield, 
Caht 


Nurses are needed for public health 
work in Texas. The program is con- 


ducted under a Merit System. The com- 
pensation range for Sr. Public Health 
Nurses is from $189.75 to $212.75 per 
month. The compensation range for Jr. 
Public Health Nurses is from $166.75 to 
201.25 per month. The compensation for 
War Emergency Nurses is from $143.75 
to $178.25 per month. In addition to the 
above salary there is usually provided ap- 
proximately $600.00 per year car allow- 
ance. Write State Health Department, 
Austin, Tex. 


Industrial Hygiene Physician. $6,720 to 
start. Advances to $7,440. Minimum of 
three years’ experience in industrial medi- 
cine. Graduation from medical school, 
one year internship and at time of ap- 
pointment or within three years thereafter 
one year of graduate training. Perma- 
nent. Civil Service status. Retirement. 
Apply to: Harold M. Erickson, M.D., 
State Health Officer, Oregon State 
Board of Health, 1022 S. W. llth Ave., 
Portland 5, Ore. 


Public Health Nurses for pleasant 
rural county in Southwestern Michigan 
within 125 miles of Chicago, 150 of De- 
troit, 17 of Kalamazoo. A recreation area 
bordering on Lake Michigan with many 
lakes. Excellent opportunity to obtain 
generalized Public Health Rural Nursing 
experience, under well qualified supervi- 
sion. Salary dependent upon training and 
experience, generous travel allowance, 40 
hour week, liberal vacation and sick leave 
allowance with pay. Write, Director, Van 
Buren County Health Department, Paw 
Paw, Mich. 

Several Qualified Public Health Officers 
in Texas. Must meet Merit System re- 
quirements. Formal specialized training 
or experience needed. Salary range 
$5,500 to $7,200 per year, plus $600 per 
year travel allowance. Write, Dr. Geo. W. 
Cox, State Health Officer, Austin, Tex. 


Full-time Health Commissioner to di- 
rect and develop public health program in 
Lorain, Ohio, an industrial city of 50,000 
and to head staff of assistants. Write: 
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William Lefever, Board of Health, 


Lorain, Ohio. 


Public Health Nurses to render gen- 
eralized nursing service which includes 
school nursing. Salary $2,400 to $3,000 
with bonus of 10 per cent for 1948. Write: 
Town Nursing Service, Greenwich, Conn. 


Sanitarian or Public Health Engineer 
as Director of milk, food, meat, and sani- 
tation in sixty person Health Department 
of midwest city of 160,000. Sanitation 
staff of thirteen at present. Degree in 
Sanitary Engineering or related science 
and experience required. Usual Civil 
Service status and benefits, car and travel 
expenses including important meetings 
provided. Salary $4,400 to $4,850 at com- 
pletion of two years’ service. Write Box 
A-21, Employment Service, A.P.H.A. 


Assistant Bacteriologist, male, U. S. 
citizen, for City Public Health Labora- 
tory for bacteriological and serological 
work and related duties. College degree 
with major in the natural sciences in- 
cluding courses in bacteriology and one 
year’s pertinent experience or equivalent 
combination required. Applicants with 
less than one year’s experience may be 
taken on as trainees. Write Personne! 
Officer, 4th floor, City Hall, 241 W. South 
Street, Kalamazoo 13, Mich. 


Wanted — M.D., Master in Public 
Health, experience in local health depart- 


ment. Starting $7,920, top of range 
$9,000, new auto furnished, large staff, 
adequate budget, Chicago area. Apply 


Will County Health Department, 21 E. 
Van Buren, Joliet, Ill. 


Public Health Educator (Lecturer in 
Social Hygiene). Monthly salary $270- 


$325. Write Personnel Officer, State 
Board of Health, Madison 2, Wis. 
Public Health Nurse wanted with 
Public Health Certificate. Beginning 
salary $3,428 to maximum of $4,018. Car 
furnished. Permanent tenure, vacation 
and sick leave, five day week. For fur- 


ther information apply to the Civil Service 
Board, City Hall, Dearborn, Mich. 


Sanitarians wanted for Food and Sani- 
tation Division of a city—population ap- 
proximately 85,000. College graduates 
preferred who have working knowledge 
of modern methods, techniques, and 
practices of public health sanitation. Per- 
manent tenure, liberal vacation, sick 
leave, and retirement privileges. Salary 
range $3,854-$4,248. Apply to Civil Serv- 
ice Board, City Hall, Dearborn, Mich. 


Two Staff Nurses for generalized Pub- 
lic Health Nursing Program, adjacent to 


AMERICAN JOURNAL OF PUBLIC HEALTH 


Washington, D. C. Three weeks paid 
vacation, sick leave, 40 hour week, mer: 
salary increases, opportunity to attend 
universities part-time in Washingtoy 
Must own car. Apply Personnel Direc. 
tor, Arlington Court House, Arlingtoy 
Va. 


Public Health Nurse, salary range 
$2,700 to $3,000. Must have certificate o; 
degree in Public Health Nursing. Gen. 
eralized service. Write to Tuscarawas 
County General Health District. Boy 
249, New Philadelphia, Ohio. 


Sanitary Engineer with knowledge | 
mosquito control for large industrial con. 
cern in tropical location. Must be willing 
to go abroad on single status for abou 
six months. Excellent opportunity for 
inan under 35 to do interesting work o; 
career basis. Write Box A-22, Employ- 
ment Service, A.P.H.A. 


Deputy Health Officer at the Rochester 
Health Bureau, Rochester, N. Y. Salar; 
$7,000. M.D. degree and graduate work 
in public health required. Duties varied 
Write, Dr. Albert D. Kaiser at abov 
mentioned address giving training and ex- 
perience and special interests in_ public 
health. 


Associate Bacteriologist, Public Healt! 
Master’s degree. Two years’ suitabl 
postgraduate experience. Salary range 
$306 to $350 per month. Permanent po- 
sition under effective civil service. 


Senior Assistant Bacteriologist. Public 


Health. Salary range $242 to $270 per 
month. B.S. degree with major in bi- 
ology and at least 18 months’ public 
health laboratory experience required 


Some graduate work or teaching experi- 
ence highly desirable. Write: Director oi 
Laboratories, Laboratory Section, St. 
Louis Health Division, Room 32, Munici- 
pal Courts Building, St. Louis, Mo. 


Public Health Nurse: For generalized 
program (including school service). Staff 
of 40 nurses. Completion of accredited 
public health nursing course required. Be- 
ginning salary $2,940—possibly _ higher 
County car or 6¢ per mile for use ©! 
personal car. Personnel policies good 
including five day week and annual salar) 
increments. Write: Director of Public 
Health Nursing, Kern County Depart- 
ment of Public Health, P. O. Box 12) 
Bakersfield, Calif. 


Staff School Nurse for small, well or- 
ganized school health department on 
Pacific Coast. Salary approximatel) 
$2,850, 35 hour week, 9 calendar months 
including 3 weeks vacation. Three sun 
mer months free. Annual increment ‘or 
ten years, tenure after three probationat 
years. Must be under thirty with Bb.’ 
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Pai degrees, at least one year’s 

nerit -oerience in generalized nursing pro- 

ter em and own car. Send photograph, 

stor legrees, training and experience 

Ire a receiving P.H.N., marital status, 

te mber of children. Position open Sep- 
ber, 1948. Write: Box A-23, Employ- 

Service, A.P.H.A. 

Inge 

keg Public Health Nurse, white. Starting 

-alary $2,200. Apply: Health Officer, 

Health Center, Alexandria, Va. 

Box 


Supervisors of Public Health Nurses. 
timore County Health Department. 
ulation 230,000; suburban, industrial- 

ved and rural areas; county seat 8 miles 

Jaltimore. Generalized service; di- 

_4 supervisors, 36 field nurses. De- 

ree and experience required. Salary 
$3.100 to $3,600; for special preparation in 
hild hygiene, venereal disease, mental 
hygiene or orthopedics, $3,400 to $3,900. 
\lso Public Health Nurses, beginning 
ar salarv $2,300 (for trainee) to $2,700, de- 
nending on experience and education; in- 

reases to $3,300. Retirement plan; 1 

onth’s vacation; 5 day, 35% hour week; 


tne tor 


sick leave. For use of personal car, al- 
nM lowance of 7 cents per mile. Write: Dr. 
William H. F. Warthen, Health Officer. 


Baltimore County Health Department, 


Towson 4, Md. 


Sanitarian, for town of 30,000 in the 
Northeastern United States. College 
graduate with major in_ Biological 

. sciences and experience in sewage dis- 
posal and restaurant sanitation. Salary 
$3,000 to $3,500, plus car allowance. Car 
necessary. Write: Health Officer, Fair- 


+ 


field, Conn. 


t School Nurse for High School, North- 
eastern United States. R.N. and some 
iblic health experience required. Col- 
lege graduate preferred. Salary $3,000 
nnually and increments. Write: Health 
Yficer, Fairfield, Conn 


Public Health Nurse Supervisor—with 
certificate or one year of graduate study 

public health. Salary range $3,120 to 
$3,600. Vacation, sick leave, retirement 
week, permanent tenure. Car 
turnished. Write: Charles A. Neafie, 
M.D., Director, Dept. of Public Health, 
Pontiac 15, Mich. 


in, 5 day 


_ Director for School Health Service, City 


‘ublic Schools, M.D. required. M.P.H 
desirable but not essential for applicants 
public health experience. Age pre- 


red 30-40 Beginring salary $6,000. 
Staff of 17. Write: W. A. Bass, Superin 
dent, City Public Schools, Nashville « 
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Health Educator for a college major in 
Health Education. Master's degree is re- 
quired. Should be able to teach Adminis- 
tration and Organization and Materials 


and Methods of Health Education, and 
supervise student practice field work 
Starting salary $3,800 for 9 months, extra 
pay for Summer School. Man preferred 
Write: Dean, Springfield College, Spring 
field, Mass. 


Sanitation Engineer, foreign location; 
experienced man to handle general work 
in tropics for well established plantation 
Will supervise sanitation problems, mos- 
quito control. Splendid 2 year contract 
for qualified man. In reply give age, edu- 


cation, experience, and salary expected 
Write: Box A-24, Employment Service, 
A.P.H.A. 


Public Health Nurses needed in Nevada 
Permanent positions in rural counties and 
local county health unit. Junior Public 
Health Nurses: (salary range $2,160 
$2,640 annually); minimum of 6 months’ 
postgraduate public health nursing train- 
ing. Senior Public Health Nurses: (sal- 


ary range $2,340-$2,940 annually). One 
academic year of postgraduate training 
in public health nursing plus satisfactory 
experience in official agency Mileage 
allowance 7144, if nurse owns car. Write: 
Nevada State Department of Health, 
Division of Public Health Nursing, Reno, 


Nev. 


Associate Director who can in time suc- 


ceed Director of Midwest City Depart- 
ment with better than average budget, 
program and staff of 70, Civil Service 
benefits. Preference to training and/or 


experience in M.C.H. or Tuberculosis. 
Salary to $7,000 as Associate and $10,000 


as Director. Write: George Hays, M.D., 
Director, Dept. of Public Health, P. O 
Box 28, Flint, Mich. 


Sanitary Engineer in a weil organized 
County Health Department in the choice 
section of Illinois. Twenty staff mem- 
bers including 2 sanitarians. Salary to 
depend on training and experience, liberal 
travel allowance. Population of Countv 
72,000. Apply: McLean County Health 
Dept., 1009 North Park St., Bloomington, 


Il. 


Qualified Public Health Nurses for at- 


tractive rural area on coast of Northern 


California. Generalized Public Health 
Program. Population 60,000, State Re- 
tirement Plan Car furnished. Salary 


range $3,000-$3,600 Apply: Director 
Humboldt County, Department of Public 
Health, 805 Sixth St., Eureka, Calif. 


= 
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The Denver City-County Health De- 
partment has several vacancies for Public 
Health Nurses with training and experi- 


public school services. Recent Visiting 
Nurse Association merger. University 
field program. Write: Mrs. Mary Ember- 


ence and interested in field teaching. Be- ton, Director, Visiting Nurse Service 
ginning salary $245.00 per month plus Denver Health Department, Denver Gen. 


mileage. Generalized program except for eral Hospital, Denver, Colo. 


Opportunities in Colorado 


The Weld County Health Department in Greeley, Colorado, announces the follow- 
ing openings: Public Health Nurse III, salary approximately $3,000, Nutritionist. 
$2,760, Health Education Director, $4,200, Psychiatric Social Case Work Supervisor, 
$3,600, Public Health Sanitarian or Engineer, $4,000 to $5,000 depending on back- 
ground and experience. Apply Director, Weld County Health Department, Court 
House, Greeley, Colo. 


Opportunities for Physicians in Wisconsin 


The Wisconsin State Board of Health announces a number of vacancies for quali- 
fied public health physicians and medical specialists. Attempts to revise upward the 
salary scale for these positions have recently met with success. The following are the 
most important medical vacancies and the new monthly salary scales: 

Medical Specialist I (Obstetrics and Gynecology) $545-$645 per month. 

Medical Specialist I (Pediatrics) $545-$645 per month 

Medical Specialist I (Psychiatry) $545-$645 per month. 

Public Health Physician I (District Health Officer) 4 vacancies, $545-$645 per 
month. 

Public Health Physician II (Ass’t Chief M.C.H.) $625-$735 per month. 

Public Health Physician II (Tuberculosis) $625-$735 per month. 

Public Health Physician II (Venereal Disease and Epidemiology) $625-$735 per 
month. 

Write: Personnel Officer, State Board of Health, Madison 2, Wis. 


Opportunities in Minnesota 


Salary Range 


All applicants must have graduated from a university of recognized standing with 
specialization in engineering and various requirements of graduate training and 


experience. Write: Minnesota State Civil Service Dept., 122 State Office Bidg., 
St. Paul 1, Minn. 
PosITIONS WANTED 
Health Agency Executive — consider- Health Educator, male, Negro, M.A. 


M.P.H., 10 years of health education and 


able experience in community organiza- 
teaching in school systems and colleges, 


tion, voluntary health agency administra- 


tion and health interpretation desires 20 months’ community health education 
similar position in East or Middle West. in a metropolitan area. Interested in 
Interested in health or educational community or school health education 


agency or industrial organization con- Write Box HE-4, Employment Service, 


cerned with planning and promotion of 
health services and education program. 
Write Box C-1, Employment Service, 
A.P.H.A. 


A.P.H.A. 


Health Educator, Negro, Male, 3% 
M.S.P.H. (Columbia), 4 years’ experience 


Vol. +4 
in official health agency. Interested in 
community health education or health 


education in schools. Write Box HE-5, 
Employment Service, A.P.H.A. 


Recent Graduate Veterinarian (KSC 
47) with B.S. degree in bacteriology de- 
sires employment. Some experience as 
4 sanitarian. Write Box V-5, Employ- 
ment Service, A.P.H.A. 


Physician, woman, considerable experi- 
ence in practice of pediatrics and school 
health administration, consultant to pro- 
fessional and voluntary agencies, desires 
interesting position part or full time in 
greater New York area. Write Box Ph-6, 
Employment Service, A.P.H.A. 


Physician, Woman, M.P.H. 1948; 3 
years’ interneship and residency experi- 
ence; 1 year college health work. In- 
terested in epidemiology, health educa- 
tion, school health, teaching. Write Box 
Ph-7, Employment Service, A.P.H.A. 


Graduate Veterinarian, experienced in 
disease control work and private practice, 
desires position in industry and/or public 
health field. Write Box V-4, Employ- 
ment Service, A.P.H.A. 


Biological and Physical-Chemist, Ph.D. 
available soon, for Research or Teaching, 
extensive experience in pharmacology, 
pharmaceuticals, biologicals, bio-assays. 
Former university professor, former head, 
development department of large pharma- 
ceutical manufacturer; 60 publications, 
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pital laboratory. New York Metropolitan 
area preferred. Answer Box L-2, Em- 
ployment Service, A.P.H.A. 


Sanitary Engineer—6 years’ experience 
in the field of public health engineering 
with Sanitary Corps, Federal and private 


agencies. M.S. degree in Sanitary En- 

gineering. East preferred. Write Box 

E-5, Employment Service, A.P.H.A. 
Health Educator, B.S., M.A., Ed.D.;: 


10 years’ experience with public schools 
and colleges. Now doing teacher training 
in large state university and acting as 
consultant to school administrators and 
teachers. Seeks opportunity in public 
school health program or combination of 
health and physical education in either 
public schools or college teacher-training. 


Write Box A-25, Employment Service, 
A.P.H.A. 

Public Heaith Administrator, M.D., 
Dr.P.H. Twelve years’ experience in 


teaching of public health and preventive 
medicine in various medical schools. Ex- 
perience as director of school health in 
a public school system. Eight years’ ex- 
perience in official and voluntary agencies 
and armed forces. Middlewest preferred. 
Currently employed, but seeking chal- 
lenging position. Write Box C-2, Em- 
ployment Service, A.P.H.A. 


Dentist—Thirty years’ experience in 
clinical and 5 years’ experience in public 
health hospital administrative work. In- 


many in medical research; books. Execu-_ terested in dental opening (South and 

tive ability and experience. Age: 35; Southwest preferred) with or without 

married; children. Seeks responsible clinical responsibilities. Write: Box D-2, 

position, educational institution or hos- Employment Service, A.P.H.A. 
Advertisement 


Opportunities Available 


WANTED—(a) 


lential town ot 


Public health administrator; resi- 

65,000; competent organizer 
juired; Middle West; minimum $7,500. (b) Pub- 
health dentist; administrative position; volun 
ity health agency supported by Community Chest 
with children’s dental clinics located in different 
parts of city and suburbs; Eastern metropolis. (c) 
Public health physician for position with preventive 
n ine department of large industrial company ; 
East d) student health physicians and, 
so, dentist, to join staff of student health depart 
ment, university having enrollment of 12,000 stu 


Two 


ts; West. (e) Young woman physician; student 
department, young women’s college ; 

New England. (f) Director of school health serv 
metropolitan area; East; $8,000 PH8-1 


Bureau (Burneice Larson, Director), 


Building, Chicago 11. 


WANTED—(a) 


vit Statistics, state 


division of 
$5,100 


Statistician to direct 
department of health; 


(b) Bacteriologist, M.S. degree with two years’ 
experience in public health laboratory work re- 
quired; municipal department of health; Middle 


Health educator; newly created posi- 
westert 


West (c) 
tion, municipal health department, middle 
150,000 (d) Sanitary engineer ; 
of engineering and sanitation; department 
of health serving population of 300,000. (e) Super- 
intendent of health department; 
150 employees ; 200,000. (f) Health 
work with educators ; 


town ot division 


county 


sanitation; city 
Southern city, 
educator to colleges and 
preferably one who has taught health education in 
willing to travel; East (g) 
department serving 
population of experience in water and 
malarial control required; M.A. degree and public 
health background essential; South America. (h) 
Sanitary qualified to handle malaria con 
trol work; training in bacteriology required; oper 
large industrial company in Africa (i) 
health and ba 


a teachers cc llege 


Sanitary engineer to direct 


7,000,000 


engineer 


ation ot 


Instructors; department of public 
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teriology ; opportunities for research; state univer- 
sity; West. PH8-2 Medical Bureau (Burneice 
Larson), Palmolive Building, Chicago i1. 


WANTED—(a) Orthopedic nursing consultant; 
duties consist of developing and organizing ade- 
quate consultation service in orthopedic nursing; 
degree and graduate training in public health nurs- 
ing required; university medical center; Mid-south. 
(b) Supervisor of public health nursing; county 
health department; generalized program; head- 
quarters in city of 45,000; East. (c) Codérdinator 
of public health nursing; duties consist of directing 
public health program for student nurses; univer- 
sity appointment; East. (d) Student health nurse; 
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young women’s college; duties consist of taking 
charge of boarding schoo! group of approximately 
60 students and 15 faculty members; no responsi. 
bilities in connection with day school of 300 stu. 
dents except in matters of consultation; program 
directed by school doctor; well equipped infirmary. 
university medical center; opportunity for con. 
tinuing studies. (e) Public health supervisor: 
generalized program; Pacific Northwest. (f) Pub. 
lic health nurses of supervisory caliber for execy. 
tive positions in Latin America; knowledge oj 
French, Spanish, or Portuguese desirable; inter. 
esting appointment. PH8-3 Medical Bureay 
(Burneice Larson, Director), Palmolive Building, 
Chicago 11. 


Advertisement 


Opportunities Wanted 


Physician well qualified as health educator; B.S., 
M.D., and Master of Health degrees; several years, 
director of university health service where he has 
carried a rather heavy teaching load; recommended 
as an exceptionally fine teacher, clear thinker about 
problems of education and student welfare, able to 
stimulate students to high degree of activity; for 
further information, please write Burneice Larson, 
Director, Medical Bureau, Palmolive Building, 
Chicago 11. 


Dentist experienced in public health work; several 
years, private practice limited to children’s den- 
tistry; past six years public health dentistry; for 
further information, please write Burneice Larson, 
Director, Medical Bureau, Palmolive Building, 
Chicago 11. 


Sanitarian; Degree in Civil Engineering; five years, 
sanitary engineer, county health department; six 
years, director, rural sanitation, state department 
of health; for further information, please write 
Burneice Lagson, Director, Medical Bureau, Palm- 
olive Building, Chicago 11. 

Mathematical _ statistics; 


Statistician; M.S. in 


M.S.P.H. in public health statistics; year’s research 


experience; five years, statistician with public 
health organization; for further information, please 
write Burneice Larson, Director, Medical Bureau, 
Palmolive Building, Chicago 11. 


Health educator; B.S., M.S., and Ph.D. degrees; 
several years, instructor in biology, bacteriology 
and health; state university; three years, public 
health educator, city and county health depart. 
ment; for further information, please write Burneice 
Larson, Director, Medical Bureau, Palmolive Build- 
ing, Chicago 11. 


Public health nurse executive; M.S. degree, health 
education and public health; six years, executive 
secretary, county tuberculosis association; seven 
years, director, metropolitan public health nursing 
association; for further information, please write 
Burneice Larson, Director, Medical Bureau, Palm- 
olive Building, Chicago 11. 


Public health physician; degrees, Eastern schools 
M.P.H. Johns Hopkins; twelve yéars’ administra 
tive experience in public health medicine; for fur- 


ther information, please write Burneice Larson, 
Director, Medical Bureau, Palmolive Building, 
Chicago 11. 


NEWS FROM THE FIELD 


NATIONAL LOCAL HEALTH UNITS PRO- 
GRAM TAKES ANOTHER STEP 

On June 30, in New York, a newly 

ippointed 16 member Interim Steering 
Committee of the National Advisory 
Committee on Local Health Units met 
for an all day conference to plan the 
program of the body for the coming 
months. The Chairman of the meeting 
was Philip R. Mather, President of the 
National Health Council, which is fur- 
nishing the secretariat and operating 
expenses for the National Advisory 
Committee. 

\s indicated in earlier issues of the 
Journal,’ this National Advisory Com- 
mittee grew out of the Princeton Con- 
ference when for the first time a large 
body of citizen and voluntary health 
agencies picked up the ball that had up 
to then been carried by the A. P. H. A., 
with the support of the American Medi- 
cal Association and the Association of 
State and Territorial Health Officers. 

Among the facts brought out at the 
June 30 meeting were that the National 
\dvisory Committee now includes rep- 
resentatives of 45 national agencies, 25 
| them citizen agencies such as Parent 
Teacher Associations, Lions, and Na- 

nal Grange, and 20 of them voluntary 

professional health agencies; that 8 
Bulletins on Local Health Units have 
been sent to a mailing list of some 450 
agency executives, representatives, and 
house organs, state health officers, and 
i selected list of interested individuals, 
libraries, and publicity media. The 5- 
State Regional Conference* recently 
held in Indiana was also reported on, 
as were many of the current develop- 
ments in the various states—the newly 
organized state-wide public health com- 
mittees of Washington and Wisconsin 
for example, the organization of the new 
multi-county units in Colorado and In- 


diana, the very active campaign of the 
Lions International, which includes a 
half-day forum on local health units at 
the annual international meeting of this 
organization in New York, July 26-29; 
excellent material published in such jour- 
nals as the Junior League Magazine, the 
Lion, the Bulletin of the National Con- 
gress of Parents and Teachers, and oth- 
ers. Activities of such varied organiza- 
tions as County Medical Societies and 
their Woman’s Auxiliaries, the Ameri- 
can Association of University Women, 
the League of Women Voters in Vir- 
ginia, Utah, Colorado, Iowa, and many 
other states, were reported. 

The favorable action of the House 
Committee on Commerce and Labor or 
the PTA sponsored Public Health Serv- 
ices Bill of 1948 and the bright hopes 
for its passage in the special session of 
the 80th Congress, if called, or in the 
first session of the 8lst, were also re- 
ported. These activities were reviewed 
by the agency representatives and by 
John W. Ferree, M.D., Associate Direc- 
tor of the National Health Council. 

Haven Emerson, M.D., whose study, 
Local Health Units for the Nation, pub- 
lished in 1945, started this activity, 
pointed out the significance of the reso- 
lutions of the National Health Assem- 
bly * and of the National Conference on 
Family Life * in furthering the aim of 
covering the entire populace with full- 
time medically directed local health 
departments. 

Reginald M. Atwater, M.D., Execu- 
tive Secretary of the American Public 
Health Association told the committee 
that only through local community re- 
cruitment of public health workers could 
present personnel shortages be over- 
come. 

The discussion of problems and the 
program for the future was under the 


[1185] 


1186 


chairmanship of James Stone, Director 
of Program Development of the Na- 
tional Tuberculosis Association. Among 
the interim activities planned for the 


future were: 

A meeting of the entire National Advisory 
Committee in the fall of 1948 to organize 
on a permanent basis and to develop a long 
term program. 

A five State Rocky Mountain Regional 
Conference in Salt Lake City in October. 

Continuation of the Bulletin on Local Health 
Units as an activity of the National Advisory 
Committee and in a more attractive format. 
Its primary purpose is to serve as a medium 
of information and of ideas for committee 
member agency house organs or journals. 

Preparation of a pamphlet that would tell 
in brief and simple form what a local health 
department is, what benefits a community 
may expect ircm it; and how a community 
organizes itself to secure a unit or to make 
its existing one more effective. 


The members of the Steering Com- 
mittee are: 


American Cancer Society, Edith M. Gates, 
Health Education Specialist 

American Medical Association, A. J. Chesley, 
M.D., Minnesota State Health Commis- 
sioner 

American National Red Cross, Ruth B. Free- 
man, R.N., Administrator of Nursing Serv- 
ices 

American Public Health Association, Haven 
Emerson, M.D., Chairman, Subcommittee 
on Local Health Units 

Association of State and Territorial Health 
Officers, Vlado A. Getting, M.D., Massa- 
chusetts State Health Commissioner 

Congress of Industrial Organizations, Leo Per- 
lis, National Director, ClO Community 
Services Committee 

Lions International, Lee A. Rademaker, M.D., 
International Director 

National Congress of Parents and Teachers, 
Mrs. L. W. Hughes, President 

National Council of Negro Women, Mrs. Ber- 
tell Collins Wright, Health Education Sec- 
retary, Essex County (N. J.) Tuberculosis 
League 


The National Grange, Lloyd C. Halvorson, 
Eccnomist 
National Health Council, John W. Ferree, 


M.D., Associate Director 

National Organization for Public Health Nurs- 
ing, Dorothy Rusby, R.N., Assistant Direc- 
tor 
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National Social Welfare Assembly, David 4 
Holbrook, Assistant Director 
National Tuberculosis Association, James ¢ 
Stone, Director, Program Development 
Young Mens Christian Association, Nationa) 
Council, H. T. Friermood, Secretary, Healt) 
and Physical Education 
Mr. Mather was elected Chairman 
pro tem. of the National Advisory Com- 
mittee and Martha Luginbuhl, Research 
Assistant of the Subcommittee on Local 
Health Units, Secretary pro tem. They 
will hold office until the organization 
meeting of the National Advisory Com. 
mittee. 


1. AJ.P.H., Nov. 1947, p. 1502; Jan., p. 10 
Mar., p. 456; and Apr., p. 603, 1948. 

2. AJ.P.H., June, 1948, p. 903. 

3. AJ.PH., June, 1948, p. 858 

4. AJ.P.H., July, 1948, p. 1047. 

NURSES CONSIDER ONE NATIONAL 


ORGANIZATION 

Nurses marked a milestone recently 
in their search for a form of organiza- 
tion that will best serve both nurses and 
“consumers” of nursing. The effort had 
its beginnings in 1939, and has gone 
through several phases, including 
major study in 1946.* In November, 
1947, 6 national nursing organizationst 
formed the present Committee on the 
Structure of National Nursing Organi- 
zations to recommend new structure. 

This committee, comprising 60 lead- 
ing nurses from all over the country 
chosen by the 6 organizations, in the 
spring produced a “Tentative Plan for 
One National Nursing Organization” ? 
which was widely circulated among 
nurses with a request for study and 
further development. 

The plan recognized that nursing 


*See “Report on the Structure of Organized Nu 
ing,”’ by Raymond Rich Associates, American Journa 
of Nursing, October, 1946. 

+ American Association of Industrial Nurses, Amer 
ican Nurses’ Association, Association of Collegia! 
Schools of Nursing, National Association of Colored 
Graduate Nurses, National League of Nursing Educa 
tion, and National Organization for Public Healt! 
Nursing 

t Printed in May, 1948, American Journal of \ws- 
ing and available in reprint form from Committee © 
Structure, Room 201, 1790 Broadway, New York | 
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faces a dual task: (1) providing better 
nursing service to the people of the 
United States, and (2) promoting and 
protecting the interests of the members 
of the nursing profession. 

While there is no clear line of demar- 
cation between the two tasks, obviously 
non-nurses, the “consumers” of nursing 
service, have a vital interest in and re- 
sponsibility for seeing that adequate 
nursing services are available. Many 
purely professional questions, on the 
other hand, would need to be settled by 
nurses alone. This dual nature of or- 
sanized nursing activity is one reason 
why separate organizations have grown 
up. Thus the American Nurses’ Asso- 
ciation is made up of nurses only, while 
the National Organization for Public 
Health Nursing, with its focus on com- 
munity service, and the National League 
of Nursing Education, which. concen- 
trates on education, admit to member- 
ship both nurses and non-nurses. 

The “Tentative Plan” attempted to 
reconcile the two approaches by setting 
up divisions within the one organization 
to deal with service and education ques- 
tions. The plan proposes that indi- 
vidual non-nurses, schools of nursing, 
and nursing services be offered full par- 
ticipation in division activities. 

First major commentary on the plan 
came during the Biennial Convention 
of the ANA, NLNE, and NOPHN in 
Chicago in early June. 

The ANA House of Delegates, voting 
on questions placed before it by its 
board of directors, approved: 


1. One national nursing organization 
Local, state, and national units for the 

ew organization 

non-nurse members in a 


Inclusion of 


ngle organization 


\ fourth question as to whether or not 
non-nurse members should have the 
right to vote and hold office was re- 
lerred back to the Committee on Struc- 

re for further study. 
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The NOPHN decided refer the 
question of approval of one organiza- 
tion to a vote of its entire membership. 
Members at the convention approved 
principles stating that: 


to 


“1. A satisfactory organization for the ad- 
vancement of nursing should include nurse 
and non-nurse participation with equal rights 
as members, except in specified areas which 
should be under the control of professional 
nurses. 

“2. Provision should be made for the mem- 
bership of agencies engaged in nursing service 
and nursing education. 

“3. Public health nursing, as one of the 
specialties, should have sufficient autonomy 
to define standards for service and qualifica- 
tions for practitioners for its own field, as well 
as the responsibility for interpreting and ef 
fectuating its program.” 


The NLNE voted that, “Citizens, in- 
cluding members of related professional 
organizations, should have voice and 
vote in planning for nursing service and 
nursing education.” 


CANADA’S NEW DEAL IN HEALTH 

At the recent meeting of the Canad- 
ian Public Health Association in Van- 
couver, B. C., the Honorable Paul Mar- 
tin, Canadian Minister of National 
Health and Welfare, declared that “a 
new era has opened for public health 
in Canada.” He referred to the state- 
ment of the Canadian Prime Minister 
to the Parliament on May 14 as “a 
memorable occasion in the history of 
public health in Canada. Remote 
objectives have now become proximate 
and possible.” 

On that day the Prime Minister an- 
nounced a three-point program to mar- 
shal financial of the nation 
in support of the health services of the 


resources 


Canadian Provinces. 

The three 
grants are now provided are: (a) grants 
for health surveys totalling $625,000, 
(b) grants for health of 
$17,000,000 in the first year and rising 


items for which federal 


services 


G 
1 
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eventually to $22,000,000, and (c) 
grants for hospital construction of 
$13,000,000 a year for 5 years, with 
probably $6,500,000 annually for the 5 
years thereafter. 

Beginning in 1949 the Canadian fed- 
eral government will make available 
more than $30,000,000 for health serv- 
ices, more than four times what it is cur- 
rently spending, and about half of what 
the provinces are now spending and 
almost twice municipal health expendi- 
tures. 

The survey grants are made to the 
provinces so that they may study their 
. existing needs and plan the machinery 
for extending hospital care and organiz- 
ing hospital and medical care insur- 
ance. 

The health grants are in eight areas; 
for general public health services 35 
cents per capita, rising the fourth year 
to 50 cents per capita, and totalling $6,- 
500,000; tuberculosis control, $3,000,000 
to $4,000,000; mental health care, 
$4,000,000 to $7,000,000; venereal dis- 
ease control, crippled children’s services, 
and professional training, each $500,000; 
public health research, $100,000 to 
$500,000; cancer control, $3,500,000. 
The grants for hospital construction are 
expected to provide more than 40,000 
hospital beds. 

The Minister of Health indicated 
clearly the direction the Dominion Gov- 
ernment is taking when he said, “When 
the present program is well under way, 
it will then be possible to proceed with 
the implementation of a national plan 
for hospital and medical care insur- 
ance. It prepares the way. for 
Health Insurance by putting into effect 
those steps that are the essential pre- 
requisites to any adequate national 
plan.” 

The new program takes full account 
of primary provincial responsibility for 
health under the Canadian Constitution. 
Mutually acceptable conditions govern- 
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ing grants will be worked out codpera- 
tively between federal and provincial 
governments; administration will be en- 
tirely under provincial jurisdiction, 
Said the Minister of health, “The prov- 
inces have built modern and efficient 
health services for their peoples—the 
National Health grants will permit them 
to extend their programs and to do the 
sort of job all who work in the public 
health field have long wanted to get 
ahead with.” 

The Prime Minister’s statement of 
May 14 carried forward further the 
national health program included in the 
Dominion Proposals to the Provinces in 
August, 1945, after study of the Canad- 
ian health scene. At that time a Na- 
tional Health Insurance Scheme was 
already a definite goal. Since 1945 a 
special Division of Health Insurance 
studies has been working on foundation 
plans for the formulation of health in- 
surance legislation. 


FIRST INTER-AMERICAN SANITARY 
ENGINEERING CONGRESS 

The first Congress of the Inter-Amer- 
ican Association of Sanitary Engineer- 
ing was held early in April in Santiago, 
Chile. More than 250 members of the 
Association from nineteen of the Amer- 
ican Republics were present, with par- 
ticularly large delegations from Argen- 
tina, Brazil, Peru, and Venezuela. The 
Congress was opened by the President 
of Chile, Mr. Gabriel Gonzalez Videla. 
The officers elected for the ensuing year 
were: President, Clarence I. Sterling, 
Jr., Director of Health and Sanitation 
Division of the Institute of Inter- 
American Affairs; Vice-President, Al- 
berto Ortiz Irigoyen, Chief, in Charge 
of Construction, Secretaria de Recursos 
Hidraulicos, Mexico; Secretary, Donald 
L. Snow, Sanitary Engineer, Pan Ameti- 
can Sanitary Bureau. 
The next Congress of the Association 
will be held in Mexico City in 1949. 
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RESEARCH CLINIC TO STUDY 
MULTIPLE SCLEROSIS 

In March the first of a projected 
series of research clinics in multiple 
sclerosis was opened in Boston and op- 
erated jointly by the Beth Israel and 
the Boston State Hospitals. This was 
made possible through a grant from the 
National Multiple Sclerosis Society 
which hopes to open another such clinic 

he Albany Hospital, Albany, N. Y., 

n the near future. Others will be opened 
leading cities as funds permit. 
The Boston clinic and others to be 
opened will be devoted to research into 
the causes of multiple sclerosis and the 
means of control. Red Cross codpera- 
tion in Boston is providing ambulance 
service to bring home-bound patients to 
the clinic. 

Another recent activity of the Na- 
tional Multiple Sclerosis Society was the 
distribution to about 76,000 physicians 
in the United States of a manual of in- 
formation on the diagnosis and treat- 
ment of multiple sclerosis prepared by 
the Society’s Medical Advisory Board. 
With this was a letter asking the num- 
ber of multiple sclerosis patients being 
treated by the physician. An extensive 
survey of the incidence of the disease 
by the Society’s Statistical Committee, 
is now being planned with the codpera- 
tion of the U. S. Public Health Service, 
under the chairmanship of Lawrence 
C. Kolb, M.D., of the Service. 


FIRST 


Lil 


HEALTH ADVISORY COMMITTEE 
TO UAW-CIO 

The health and welfare activities of 
the United Automobile Workers-CIO 
have been codrdinated in a Social Se- 
curity Department which is under the 
direction of Harry Becker, formerly of 
the U. S. Children’s Bureau. 

In order to have medical guidance 
in developing the program that is con- 
templated in the Union’s negotiations 
for a health and welfare fund, a health 
and medical care advisory committee 
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has been appointed by the Social Secur- 
ity Department. The members of this 
committee are: George Baehr, M.D., 
President of the New York Academy 
of Medicine; Dean Clark, M.D., Medi- 
cal Director of the Health Insurance 
Plan of Greater New York; Basil C. 
MacLean, M.D., Director of the Strong 
Memorial Hospital, University of 
Rochester, Rochester, New York; John 
Peters, M.D., Professor of Medicine, 
Yale University College of Medicine; 
Ernest Stebbins, M.D., Director of the 
School of Hygiene and Public Health, 
Johns Hopkins University; F. D. Mott, 
M.D., Chairman of Health Services 
Planning Commission, Department of 
Public Health, Saskatchewan, Canada: 
Dr. Frank Weiser, Director of Educa- 
tion and Research at Grace Hospital, 
Detroit, Mich.; Katherine  Faville, 
M.Sc., Dean, College of Nursing, Wayne 
University; and Ethel Cohen, Director 
of Medical Social Services, Beth Israel 
Hospital, Boston. 


DALLAS MUSEUM INITIATES ANNUAL 
AWARD 

Robert L. Sutherland, M.D., Director 
of Mental Hygiene of the Hogg Founda- 
tion of the University of Texas, received 
the first annual award of the Dallas 
Health Museum on April 28 in connec- 
tion with the first public meeting of the 
Texas State Medical Association .in 
Houston. The award, in the form of 
a plaque, was made for Dr. Sutherland’s 
contribution to mental health in Texas, 
particularly in stimulating acceptance 
of local responsibility in mental health 
education. The presentation was made 
by Haven Emerson, M.D. 

ANNIVERSARY OF THE DISCOVERY 

OF RADIUM 

At an American Cancer Society din- 
ner in Philadelphia March 31, com- 
memorating the 50th anniversary of 
the discovery of radium by Pierre and 
Marie Curie, their daughter Mile. Eve 


LH 
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Curie, French author and journalist, re- 
ceived a $10,000 grant for the work 
of Dr. Antoine Lacassagne of the Radium 
Institute in Paris. Mlle. Curie said 
that the money would be used to buy an 
infra-red spectograph for the Institute. 


RURAL MEDICAL STUDENT LOAN FUND 

A revolving loan fund to be known 
as the “Fund for the Encouragement of 
Medical Practice in Rural Areas” has 
been created by the Michigan Founda- 
tion for Medical and Health Education. 
A hundred man State Campaign Com- 
mittee was recently formed with a goal 
f “$50,000 in Five Months,” for the 
rural practice project. Announcement 
was made at a Foundation breakfast 
March 11 at Detroit. 


RESEARCH FELLOWSHIPS—THE AMERI- 
CAN COLLEGE OF PHYSICIANS 

The American College of Physicians 
announces that a limited number of 
Fellowships in Medicine, with a stipend 
from $2,200 to $3,200, will be available 
from Juy 1, 1949, to June 30, 1950. 
These are designed to provide oppor- 
tunity for research training either in the 
basic medical sciences or in the applica- 
tion of these sciences to clinical investi- 
gation. They are for the benefit of phy- 
sicans in the early stages of preparation 
for a teaching and investigative career 
in internal medicine. Assurance must 
be provided that the applicant will be 
acceptable in the laboratory or clinic of 
his choice and that he will be provided 
with the facilities necessary for the 
proper pursuit of his work. 

Application forms, available from The 
American College of Physicians, 4200 
Pine Street, Philadelphia 4, Pa., must 
be submitted in duplicate not later than 
November 1, 1948. 


WHO MAKES A MOVIE 
“The Eternal Fight” is the title of 
WHO's first documentary film which is 
being produced by Madeleine Carroll 
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Films, Inc., for the UN Film Board. 
It will show the work of WHO. 
ticularly in epidemic control. The film 
will be shot at Lake Success, Geneva, 
Paris, and Egypt, and dramatizes the 
growth of international coéperation in 
epidemic control. The danger of epi- 
demics has been increased due to ever- 
increasing speed of transportation, while 
the means of controlling them have 
been developed by medical and public 
health men all over the world. 

To be completed late in the summer 
of 1948, the film, about 20 minutes in 
length, will be available in 35 mm. and 
16 mm. It will be distributed by the 
United Nations through theatrical and 
non-theatrical distributors in member 
countries. 


MENTAL HYGIENE FELLOWSHIPS 

The U. S. Public Health Service has 
announced a limited number of mental 
hygiene research fellowships. These 
are open to psychiatrists, psychologists, 
social workers, anthropologists, sociolo- 
gists, and others with proper qualifica- 
tions. A pre-doctorate research fellow- 
ship carrying a stipend of $1,200 a year 
is available to those with a bachelor’s 
degree, of $1,600 for those with a mas- 
ter’s degree or its equivalent in graduate 
work. For those with dependents the 
stipends are $1,600 and $2,000 respec- 
tively. Tuition will also be paid. Med- 
ical students who have completed one 
or two years of medical work may also 
apply. 

A post-doctorate research fellowship, 
to be awarded to qualified individuals 
holding a doctor’s degree in medical or 
related fields, carries a stipend of 
$3,000 ($3,600 for doctors with de- 
pendents), but not including tuition. 
Also offered is a special research fellow- 
ship to those who qualify for a post- 
doctorate fellowship and in addition 
have demonstrated outstanding ability 
or possess specialized training. This fel- 
lowship does not carry a set stipend, 
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the amount being determined in the in- 
dividual case. Additional information 
mav be obtained from Division of Re- 
search Grants and Fellowships, National 
Institute of Health, Bethesda 14, Md. 


COURSES FOR SUPERVISORS OF 
STUDENT HEALTH 

New York University in its School 
of Education’s Department of Physical 
Education and Health has completed 
the first year of a new curriculum desig- 
nated as “Courses for Supervisors of 
Student Health.” The course, leading 
to a bachelor’s or master’s degree, is 
designed to prepare graduate registered 
nurses and other qualified students for 
positions as supervisors of student health 
in colleges and schools of nursing. Its 
first class included seven students. 

The courses and promotional work 
were planned by ‘a committee of ten, 
representing the university faculty, offi- 
cial and voluntary health agencies, 
schools of public health, and colleges. 

The program has been made possible 
through a grant of funds from the 
Helene Fuld Health Foundation. It is 
in charge of Ella F. Harris, M.D., as- 
sistant professor in the Department of 
Physical Education and Health. She 
should be addressed at New York Uni- 
versity, Washington Square, New York, 
for information as to the program for 
1947-1948. 


CUTTER DEXTROSE SOLUTIONS BACK IN 
DISTRIBUTION 

The June Journal (p. 819) printed 
the Cutter Laboratories’ telegram re- 
calling all its dextrose solutions. On 
June 21 the following statement was re- 
leased, indicating that these solutions 
are again being distributed safely: 

We are now ready to resume ship- 
ment of Cutter solutions in Saftiflasks 
Irom our Berkeley and branch ware- 
NOUSES. 

We wish we could tell you that the 
iuse of the contamination is now defi- 
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nitely known. We cannot truthfully do 
so. In the six weeks since we recalled 
our solutions, hundreds of thousands of 
flasks have been critically examined. 
Every piece of equipment and every in- 
strument was meticulously checked. 
There was no evidence of equipment 
or instrument failure, and we could not 
definitely confirm closure failure or any 
other cause. 

“We can assure you, however, that 
not a single bottle which was clear on 
visual inspection has been found to be 
contaminated, and that we will continue 
to do everything in our power to assure 
the safety that has been the corner- 
stone of our existence and growth for 
over fifty years.” 


MIDDLE STATES HEALTH EDUCATORS 
MEET 

On May 14 and 15, the second annual 
conference of the Middle States Region 
Health Educators was held at Des 
Moines, Iowa, with 94 persons repre- 
senting Indiana, Illinois, lowa, Kansas, 
Michigan, Minnesota, Nebraska, North 
Dakota, Ohio, South Dakota, and Wis- 
consin in attendance. There were fruit- 
ful discussions on training, school 
health, health councils, and the respon- 
sibilities of health educators. Discus- 
sion indicatéd that health education is 
penetrating two new fields—industry 
and hospitals. 

A third conference is planned for the 
spring of 1949. 


ENVIRON MENTAL SANITATION REFRESHER 
COURSE 

A one week in-service training course, 
designed specifically as a practical re- 
fresher course for qualified public health 
personnel, interested in environmental 
sanitation will be held September 13- 
17, 1948, at the University of Massa- 
chusetts. This training program is in- 
tended for but not limited to residents 
of Massachusetts. 

The program is sponsored by the uni- 
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versity Department of Bacteriology and 
Public Health, in coéperation with other 
university departments and federal and 
state agencies. There will be one day 
sessions on each of the following sub- 
jects: Milk Sanitation, Industrial Sani- 
tation, Restaurant Sanitation, Water 
and Sewage Sanitation, Rodent and In- 
sect Control. 

For application forms, apply to the 
Director of Short Courses; for details, 
to the Department of Bacteriology and 
Public Health, University of Massachu- 
setts, Amherst. 


WEST VIRGINIA PUBLIC HEALTH 
ASSOCIATION 
The West Virginia Public Health As- 
sociation held its 1948 Annual Meeting 
in Huntington on May 27 and 28. Over 
three hundred persons attended this 
meeting, making it the largest gathering 
of West Virginia public health workers. 
An Industrial Hygiene Section and a 
Clerks’ Section were established and 
meetings were arranged for these and 
other groups within the Association. 
The American Public Health Asso- 
ciation was represented at the meeting 
by Roscoe P. Kandle, M.D., Field Di- 


rector. New Officers for 1948-1949 are 
as follows: 

President—L. A. Dickerson, M.D., Charles- 
ton. 


Ist Vice-President—Charlotte McLoughlin, 
Charleston. 

2nd_ Vice-President—H. 
Weston. 

Exec. Secy—Annette King, Charleston. 


B. Wise, M.D., 


DR. CHESLEY HONORED BY MINNESOTA 
STATE MEDICAL ASSOCIATION 

On June 8 at the meeting of the Min- 
nesota Medical Association, the House 
of Delegates unanimously voted that 
the Distinguished Service Medal of the 
Association be awarded to Dr. Albert 
Justus Chesley “in recognition of his 
nearly half a century of outstanding 
service in the field of public health and 
social hygiene, not only in Minnesota 
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but elsewhere in the United States and 
abroad; and for his rare insight and 
fine understanding of the private prac- 
tice of medicine to which, as one of its 
most ardent advocates, he has given 
unfailing codoperation at all times.” 


UTAH PUBLIC HEALTH ASSOCIATION 

The Utah Public Health Association 
held its Annual Meeting in Salt Lake 
City May 25 to 27 and elected the fol- 
lowing new officers at that time: 

President—L. P. Gebhardt, M.D., Salt Lake 
City. 

President-Elect—J. P. Kesler, M.D., Ogden 

Vice-President—W. F. Bulkley, D.D., Salt 
Lake City. 

Secretary—Dean A. Anderson, Ph.D., Provo 

Treasurer—Lena_ Besendorfer, Salt Lake 
City. 


NEW ENGLAND HEALTH INSTITUTE 
MEETS IN AMHERST 

A session of the New England Health 
Institute, in combination with the an- 
nual meeting of the Massachusetts 
Public Health Conference, was held at 
the University of Massachusetts, Am- 
herst, under the sponsorship of the 
Massachusetts Public Health Associa- 
tion, the University of’ Massachusetts, 
and the Massachusetts Department of 
Public Health, June 16-18. About 600 
persons were registered, including rep- 
resentatives of New England states, 
both official and voluntary, for the three 
day session. 

The opening address was presented 
by Ira V. Hiscock, Sc.D., Professor of 
Public Health at the Yale School of 
Medicine, New Haven, on “ The Scope 
of a Health Program.” Other features 
included panels on “ Improvement of 
Local Health Services,” “Chronic Illness 
—A Challenge to Public Health,” “ Citi- 
zens’ Committees: How to Develop and 
Keep Them Active,” laboratory and en- 
vironmental problems, a panel on “‘ Com- 
munity Nutrition Services in Action,” 
and another on “ Health Needs of the 
Child.” 
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Featured speakers included Warren 
F. Draper, M.D., American Red Cross, 
Washington; Martha M. Eliot, M.D., 
President, American Public Health As- 
ciation; Vlado A. Getting, M.D., 
Commissioner, Massachusetts Depart- 
ment of Public Health; Franz Goldman, 
M_D.. Harvard School of Public Health; 
Hugh R. Leavell, M.D., Harvard 
School of Public Health; Leonard A. 
Scheele, M.D., Surgeon General, U. S. 
Public Health Service, Washington; 
y. A. Van Volkenburgh, M.D., New 
York State Department of Health, 
\lbany; Charles F. Wilinsky, M.D., 
Beth Israel Hospital, Boston, President, 
Massachusetts Public Health Associa- 
tion and President-Elect, American Pub- 
lic Health Association. 


HEALTH NEWS FROM HAWAII 
The Public Health Committee of the 
Chamber of Commerce of Honolulu has 
recently announced an appropriation 
of $18,000 to be used in the establish- 
ment of a diagnostic and treatment 
clinic for cancer. 

According to Ray G. Nebelung, Dr. 
P.H., Executive Director, the committee 
has also established two scholarships 
in the amount of $2,500 to be made 
annually to local individuals already in 
public health or planning to enter the 
field. The first recipients include one 
student of health education at the Yale 
School of Medicine, New Haven, and 
another who will spend 15 months in 
Boston and New York in sight conser- 
vation. 

In September, the Public Health 
Committee is sponsoring a sanitation 
week at which time Professor Walter 
Mangold from the University of Cali- 
fornia School of Public Health will con- 
duct an intensive in-service training 
program for the Board of Health per- 
sonnel. In connection with this activity 
business and civic leaders are planning 
in codperation with health department 
officials to undertake an activity pro- 
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gram to emphasize the importance of 
sanitary environment and to offer the 
citizens an opportunity to learn what 
services are provided and what part 
they may play in improving conditions 
from a sanitary standpoint. 

The Oahu Health Council has been 
active in preparing a program of pro- 
posed health legislation to be sponsored 
in the next session of the legislature. 

During the last three years studies 
have been under way on eight areas of 
post-war interest in public health. The 
report is shortly to be released. 


U. S. CONGRESS ENACTS LEGISLATION 
ON HEART DISEASE 

In early June the U. S. Congress 
completed consideration and approved 
a national program to curb cardio- 
vascular diseases by stimulating re- 
search, professional training, and public 
control measures. The initial appro- 
priation is about three million dollars 
and, according to the Washington Re- 
port on the Medical Sciences, more 
than half is earmarked for research 
grants in aid to universities, hospitals, 
laboratories, and other institutions, as 
well as to individuals whose projects 
may be approved. Briefly, the new law 
establishes a national heart institute 
which will be housed in the forty mil- 
lion dollar clinical research center to 
be erected in Bethesda, Md., create a 
national advisory heart council com- 
posed of federal medical service repre- 
sentatives and twelve prominent citi- 
zens divided equally between scientific 
authorities and laymen, provide for 
fellowships, and directs the Surgeon 
General to assist state and local gov- 
ernments in setting up diagnostic and 
control programs. This legislation has 
had the consistent support of the 
American Heart Association, a member 
of the National Health Council, but the 
National Heart Committee formed re- 
cently with headquarters in New York 
has issued a statement claiming for 
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itself credit for being the spearhead of 
the drive. 

During the same week the American 
Foundation for High Blood Pressure 
with headquarters in Cleveland an- 
nounced that it had allocated $75,000 
for research in hypertension, arterio- 
sclerosis and associated conditions. 


DR. BERGSMA APPOINTED NEW 
COMMISSIONER OF HEALTH 
Daniel Bergsma, M.D., M.P.H., took 
office as State Commissioner of Health 
in New Jersey on June 1, having been 
nominated by Governor Driscoll and 
approved by the State Senate. Dr. 
Bergsma’s appointment is the first as 
State Commissioner of Health under 
the revised statutes of New Jersey 
which reorganized the State Depart- 
ment of Health under the new Consti- 
tution. 

Joining the New Jersey State De- 
partment of Health in 1938 as a med- 
ical assistant, Dr. Bergsma served as 
Chief of the Bureau of Venereal Disease 
Control from 1940 until 1942 when he 
entered the Army Medical Corps. A 
native of New Jersey, Dr. Bergsma was 
born in 1909, and is a graduate of 
Oberlin College and Yale University 
School of Medicine. In 1946 he re- 
ceived the M.P.H. degree from the Uni- 
versity of Michigan. 

Dr. Bergsma advanced through the 
Medical Corps from the entering rank 
of Captain and was promoted to 
Colonel in 1946. During the war he 
was assigned to the Headquarters of 
the Eastern Defense Command and 
First Army and later at Headquarters 
in the Caribbean Defense Command in 
the area covering troops in Central 
America and the countries of northern 
and western South America, with as- 
signment as Assistant Theater Surgeon. 
He is a recipient of the Legion of Merit, 
Headquarters Caribbean Defense Com- 
mand. Dr. Bergsma is a Fellow of the 
A.P.H.A., and is Vice-President of the 
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New Jersey Health and _ Sanitary 

Association. i 
ARMY SYPHILIS RECORDS 

The Veterans Administration has jn 
its custody the majority of syphilis rec- 
ords of those Army personnel who were 
treated for this disease while in active 
service, and in many instances can pro- 
cure informative data from the syphilis 
records of other than Army personnel. 
It is thought that many physicians treat- 
ing veterans for syphilis as private pa- 
tients would find a résumé of the syphi- 
lis record useful since the details of 
treatment, results of spinal fluid exami- 
nations, and blood serologies are in- 
corporated in the records. 

Résumés of these records are avail- 
able to physicians who are treating such 
veterans provided authorization for the 
release of the data is given by the vet- 
eran. Requests for the résumés accom- 
panied by an authorization for the re- 
lease of the data, dated and signed by 
the veteran, should be addressed to the 
Dermatology and Syphilology Section, 
Veterans Administration, Munitions 
Building, Washington 25, D. C. It is 
most important that the veteran’s Serv- 
ice Serial Number and other identifying 
information, such as the date of enlist- 
ment, the date of discharge, rank, and 
organization be included. 

Ordinarily, the résumés can be fur- 
nished in approximately two weeks 
from the date of the receipt of the re- 
quest and signed authorization. 


ILLUMINATING ENGINEERING SOCIETY 
ELECTS L. E. TAYLER PRESIDENT 

Lee E. Tayler of the Detroit Edison 
Co., Detroit, Mich., has been elected 
President of the Illuminating Engineer- 
ing Society to take office October |, 
1948. 

Other officers elected are: General 
Secretary, A. H. Manwaring, Philadel- 
phia Electrical & Mfg. Co., Philadel- 
phia; Treasurer, E. M. Strong, Cornell 
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University, Ithaca, N. Y.; Vice-Presi- 
dent, Walter Sturrock, General Electric 
o.. Cleveland, Ohio; Directors, Myrtle 
Fahsbender, Westinghouse Electric 
Corp., Bloomfield, N. J.; Hoyt Steele, 
Benjamin Electric Mfg. Co. , Des Plaines, 
Ill. 


TAUSSIG AND BLALOCK RECEIVE 
PASSANO AWARD 

The 1948 Passano Foundation award 
was presented to the Taussig-Blalock 
team which developed the operation 
popularly known as the “blue baby 
operation.’ Presentation of the $5,000 
cash award was made June 23 at the 
Palmer House, Chicago, during the An- 
nual Session of the American Medical 
Association. Since this operation was 
first undertaken in November, 1944, 
more than 600 patients drawn from all 
parts of the world have been operated 
on at Johns Hopkins Hospital alone. 
Dr. Helen B. Taussig is Associate Pro- 
fessor of Pediatrics and Dr. Alfred Bla- 
lock is Professor of Surgery at Johns 
Hopkins University School of Medicine. 

The Williams & Wilkins Company of 
Baltimore established the Passano Foun- 
dation in 1944 to aid in the advance- 
ment of medical research, especially re- 
search which promises clinical applica- 
tion. 


DRS. 


CANADIAN PUBLIC HEALTH ASSOCIATION 
The following are the new officers of 
the Canadian Public Health Association 
as elected at the 36th Annual Meeting 
in Vancouver, May 17-20, 1948: 
Honorary President: 
The Hon. F. R. Davis, 
President : 
Allan R. Morton, 
President-Elect : 
John T. Phair, 
Vice-Pre idents: 
Elizabeth Russell, R.N., Winnipeg, 
George D. W. Cameron, M.D., Ottawa, 
5. Stewart Murray, M.D., Vancouver, 
Honorary 


M.D., Halifax N. 5 


M.D., Halifax, N. S 


M.D., Toronto, Ont 

Man 
Ont 
B.C 
Treasurer: 

Mosley, M.D., Toronto, 
Canadian Journal of Public 


Ont 
Health: 


William 
I litor, 
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Robert D. Defries, M.D., Toronto, Ont 
Executive Director: 
J. H. Baillie, M.D., Torento, Ont 


TUBERCULOSIS FELLOWS 
IN DENVER 

Four fellows, appointed by the In- 
terim Commission of the World Health 
Organization from various countries, on 
July 1 began 6 months’ free instruc- 
tion in methods of tuberculosis preven- 
tion, control, and treatment at the Na- 
tional Jewish Hospital, Denver, Colo. 
Beginning January 1, 1949, the World 
Health Organization will send annually 
twelve who will receive instruction at 
this hospital, the University of Colorado 
School of Medicine, Fitzsimons General 
Hospital, and other Denver institu- 
tions. Traveling expenses will be fi- 
nanced by the organization. Living ex- 
penses will be contributed by the Inter- 
national Foundation for Medical Re- 
search and Education. 


WHO TRAINS 


CHEST X-RAY OF HOSPITAL 
ADMISSIONS 

Beginning early in May, Morrisania 
Hospital, one of New York’s municipal 
hospitals, began routine chest x-ray ex- 
aminations of all incoming patients. 
The x-ray machine and technicians for 
the project are being furnished by the 
Bronx Committee of the New York 
Tuberculosis and Health Association. It 
is expected that the demonstration will 
be so effective that it will be installed 
in other municipal hospitals of the city. 


ROUTINE 


FOR CHICAGO TUBERCULOSIS 

INSTITUTE 

The Tuberculosis Institute of Chicago 
and Cook County has acquired its own 
building in an effort to keep pace with 
a rapidly expanding program. Since its 
in 1906, the Institute had 
rented space at 5 different locations, 
moving into larger quarters as public 
support of the program increased. The 
building, ideally suited to the Institute's 
tuberculosis eradication program, is sit- 
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founding 
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uated in the area with the greatest 
tuberculosis incidence in the city. Last 
year 532 cases were reported in the 
area. 

The officers, staff, and directors of 
the Institute entertained approximately 
500 persons at “Open House” at the 
new address, 1412 W. Washington 
Blvd., on April 16. A mobile unit was 
stationed at the front door and free 
chest x-rays were made of all visitors. 
Other features included exhibits on 
tuberculosis, pictorial displays of staff 
activities, and continuous showing of 
films and slides. 


STONE-MARSHALL TEST PAPER 
CHANGES HANDS 

Charles G. Marshall, President of the 
Chemiatric Corporation, Sparta, N. J., 
announces the acquisition from the Uni- 
versal Chlorinator Company of all pat- 
ent rights to the Stone-Marshall test 
paper, utilized for testing quaternary 
ammonium compounds used in the food, 
dairy, and allied industries. Samples 
of the test paper are available. 

MR. BURRITT RETIRES FROM NATIONAL 
HEALTH COUNCIL 

Bailey B. Burritt resigned as Execu- 
tive Director of the National Health 
Council on June 30, 1948. Early in 
1947, Mr. Burritt was induced to come 
out of retirement to devote himself to 
the National Health Council’s new 
nation-wide health program until such 
time as a permanent director was se- 
cured. He had retired in 1944, as 
Senior Executive Director of the Com- 
munity Service Society of New York 
after 30 years during which he was in- 
strumental in bringing health services 
within the reach of thousands of New 
York families. 

During the year and a half since Mr. 
Burritt became its Executive Director, 
the National Health Council has as- 
sumed renewed leadership among its 
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national public health agency members 
and has stimulated interest and action 
throughout the country in behalf of 
effective, forceful public health pro- 
grams. 

Commenting on Mr. Burritt’s resig- 
nation Philip R. Mather, President of 
the Council said, “ Mr. Burritt came to 
the National Health Council with years 
of fruitful service in behalf of the public 
already behind him. His seasoned 
judgment, wise counsel, and strong 
leadership have been invaluable in lay- 
ing the foundation for the long range 
program of the Council. It was with 
greatest reluctance and in deference to 
Mr. Burritt’s urgent request that the 
Board of Directors accepted his resig- 
nation at this time.” 

The work of the Council will continue 
under the administration of John W. 
Ferree, M.D., Associate Director since 
May, 1947, until a successor to Mr. 
Burritt is appointed. Working in close 
coéperation with Mr. Burritt, he has 
been engaged principally in helping 
local and state health councils to 
broaden the scope of their usefulness 
and in stimulating the organization of 
new councils to increase the effectiveness 
of the local health programs. 

Dr. Ferree entered public health 
work in 1936 as Chief of the Bureau 
of Local Health Administration of the 
Indiana State Board of Health, and 
from 1940 to 1942. was State Health 
Commissioner of Indiana. He later 
served in the U. S. Navy, Division of 
Preventive Medicine, until 1945, reach- 
ing the rank of Commander. Before 
joining the National Health Council he 
was Director of the Division of Educa- 
tion of the American Social Hygiene 
Association, a member agency of the 
National Health Council. 


BUILDING FROZEN FOOD LOCKER PLANTS 
Recognizing the growing importance 
of frozen food locker plants, the Com- 
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mittee on Sanitary Engineering and En- 
vironment, Division of Medical Sciences 
of the National Research Council 
(Washington, D. C.) recently published 
a report entitled, “Control of Frozen 
Food Locker Plants.” Possible health 
problems that may be found in these 
plants through design or operation are 
discussed. Recommendations for the 
construction and operation of frozen 
food plants are given as follows: 

1. Operators who propose to build 
locker plants should have plans drawn 
up under the supervision of a competent 
engineer and secure the approval of the 
state health authority for these plans 
before construction is begun. 

2. To prevent heat infiltration and 
thus encourage the maintenance of low 
temperatures, special attention should 
be given to the construction of floors, 
walls, and ceilings of cold rooms and to 
the conductance of building materials. 

3. Separate compressors of the same 
make should be provided for the chill, 
sharp-freeze, and storage rooms. Each 
compressor should have sufficient 
capacity to carry the whole cooling load 
and should be installed so that it can 
readily be used for any one of the 
services. 

4. Standby electric service should be 
provided wherever possible. 

5. Locker plant operators should con- 
sider future developments such as oper- 
slaughter houses, meat and 
iood processing plants, kitchens, and 
bakeries. 

6. Locker plant regulations should 
safeguard the public health, provide for 
sanitary operation of plants, but avoid 
unnecessary details that might obstruct 
individual initiative and progress. 

The subcommittee preparing this re- 
port consisted of W. D. Tiedeman, V. 
M. Ehlers, and L. F. Warrick. The 
Chairman of the Committee on Sanitary 
Engineering and Environment is Dr. 
Abel Wolman. 
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PERSONALS 


Central States 


CHARLES H. MILLER, Jr., M.D., has 
recently been appointed Health Offi- 
cer for the newly established four- 
County Health Department, which 
includes Hardin, Johnson, Massac, 
and Pope counties, Illinois. Dr. Mil- 
ler has served as District Health 
Superintendent and also in the State 
Department of Public Health. 


Eastern States 

Marta FRAENKEL, M.D.,* formerly 
Research Associate with the Depart- 
ment of Preventive Medicine, Long 
Island College of Medicine, Brooklyn, 
N. Y., has become Research Direc- 
tor of the New York State Joint Leg- 
islative Committee for the Study of 
Cerebral Palsy in the Albany head- 
quarters of the New York State 
Health Department. 

Marian McBer, Executive Secretary of 
the New York Committee on Mental 
Hygiene, has been elected President 
of the American Orthopsychiatric As- 
sociation for 1949-1950. 

AnTon1o P. Mitone, M.D.7 has been 
appointed Health Officer of North 
Adams, Mass., effective September. 
In addition to his private practice, 
Dr. Milone has served since 1946 as 
part-time school medical inspector in 
the Boston Health Department. 

James O. Warts, M.D.,* retired as 
Health Commissioner of Worcester, 
Mass., on June 30. Before assuming 
his duties in Worcester in 1943, he 
was Director of the Nashoba Health 
District with headquarters at Ayer. 


Southern States 
C. H. Benninc, M.D.,* was named 
City Health Officer of Tulsa, Okla., 
effective May 1. 
ABRAHAM GELPERIN, M.D., M.P.H.,+ 
was appointed Director of the Bureau 
of Communicable Diseases (includ- 
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ing veneral disease control) in the 
New Haven, Conn., Department of 
Health as of May 17. Since 1946 
he has been a member of the staff 
of the Johns Hopkins School of Hy- 
giene and Public Health in Baltimore, 
Md. 

EpGAR ERSKINE Hume, M.D., Dr.P.H.,* 
has been promoted to the permanent 
rank of Brigadier General in the U. S. 
Army Medical Corps. General Hume, 
during World War II, participated in 
the African, Sicilian, and _ Italian 
campaigns. He was Chief of Public 
Health in Sicily in 1943. 

Epwarp F. Knipxinc, M.D., as Direc- 
tor of the Orlando Station of the 
Bureau of Entomology and Plant 
Quarantine of the U. S. Department 
of Agriculture during the war period, 
was awarded the Medal of Merit on 
May 20 by the Department of Na- 
tional Defense. The citation, signed 
by President Harry S. Truman, reads 
in part, “Dr. Knipling planned and 
directed investigations for the devel- 


opment of insecticides and repellents 
for the prevention of insect-borne dis- 
eases in the United States Army.” 
Dr. Knipling is at present in charge of 


the Division of Insects Affecting 
Man and Animals, of the U. S. De- 
partment of Agriculture, Washington, 
D.C. He was notified early this year 
that he was also to be awarded Great 
Britain’s highest decoration to civili- 
ans, The King’s Medal for Service, 
for his part in the same investigations. 
ABRAHAM J. KRELL,7 has accepted a po- 
sition with the Layne-Texas Com- 
pany, Ltd., Dallas, Tex., in charge 
of the newly organized Water Treat- 
ment Division. He was formerly San- 
itary Engineer, Technical Service and 
Sales Division of the General Filter 
Company, Dallas. 

J. W. Marxtey, M.D., was appointed 


* Fellow A.P.H.A 
+ Member A.P.H.A. 


AMERICAN JOURNAL OF PuBLIC HEALTH 


Aug., 1943 


July 1 as Director of the recent) 
created Bureau of Hospital and Med. 
ical Care, West Virginia State De. 
partment of Health. 

R. G. Meaper, Ph.D., has been ap. 
pointed Deputy Chief, Cancer Re- 
search Grants Branch of the National 
Cancer Institute, Bethesda, Md.. ef- 
fective June 1. Dr. Meader will be 
responsible for securing scientific re- 
view of applications for federal can- 
cer grants, for maintaining contact 
with investigators in fields bearing 
on cancer research, for analyzing the 
grant-in-aid program of the National 
Cancer Institute in relation to pro- 
grams of other agencies supporting 
cancer research, and liaison with those 
agencies. 

. O. Pottock, M.D., on May 1, became 
Director of the five-county Health 
Department which serves Adair, Cher- 
okee, Delaware, Mayes, and Sequoyah 
counties in Oklahoma, with headquar- 
ters in Tahlequah. 


Western States 
J. Hurtey, M.D.,7 of Carson 
City has been appointed State Health 
Officer of Nevada. Dr. Hurley has 
been in private practice, and County 
Health Officer of Eureka County 
since 1928. 


Other Areas 

HELEN M. Baukin,* retired as Direc- 
tor of Dental Health Education, De- 
partment of Public Instruction, Terri- 
tory of Hawaii on August 1. She or- 
ganized the work in 1922 and has 
been Director since. 

Juet HENNINGSEN, M.D., Dep- 
uty Chief Medical Officer of the Na- 
tional Health Service of Denmark 
with headquarters in Copenhagen 
left New York on July 1 after a 3 
month’s visit under a traveling Fel- 
lowship granted by the Rockefeller 
Foundation. Dr. Henningsen visited 
health departments and schools of 
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public health during his stay, and 

spent some time in the office of the 

American Public Health Association. 

Leo Kaprio, M.D., M.P.H., who has re- 
cently completed his course at the 
Johns Hopkins School of Hygiene and 

Public Health, Baltimore, Md., will 
return to Helsinki, Finland, to become 
Secretary of the Finnish Public 
Health Association, succeeding ErkKI 
Leppo, M.D. 

ErKk! Leppo, M.D., of Helsinki, Fin- 
land, who has been Secretary of the 
Finnish Public Health Association, 
which has just completed its 10th 
year, has been appointed to a medical 
post in the World Health Organiza- 
tion staff in Geneva, Switzerland, in 
connection with the maternal and 
child health program. 

Marion YANG, M.D.,* of the staff of 
the Chinese Ministry of Health, Nan- 
king, has been elected a member of 
the Legislative Yuan and has left the 
United States, where she was travel- 
ing in a study of maternal and child 
health services, to attend the first 
sessions in Nanking. 


Deaths 
Puitip E. BLAcKERBY, M.D.,* Ken- 
tucky State Health Commissioner 
since 1943, died at his home in Louis- 
ville of a cerebral hemorrhage on 
June 24, at the age of 66. Dr. Black- 
erby was elected a member of the As- 
in 1933 and a Fellow in 
He was also a Fellow of the 
Medical Association and 
of the Kentucky State 


sociation 
1945. 
American 
secretary 


Medical Society. 
James H. Laboratory Director, 


Southern Dairies, Winston-Salem, 
N.C., Elected Member of Engineer- 
ing Section in 1919, 

Juttus A. Heng, M.D..+ New York, 
N.Y., was killed while a prisoner of 
war. He was elected as an unaffil- 
lated member of the Association in 
1940. 
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Lestie A. SANDHOLZER, Ph.D.,* Bac- 
teriologist in Charge, Fishery Techno- 
logical Laboratory, U. S. Fish and 
Wildlife Service, College Park, Md. 
He was elected a member in 1940 and 
a Fellow in 1944 (Laboratory Sec- 
tion). 

M. Situ, M.D., M.P.H.,* 
Olean, N. Y., recently Acting State 
Health Officer of North Dakota. 
Elected a member in 1938 and a Fel- 
low in 1943 (Health Officers Sec- 
tion). 

Georce A. Soper, Ph.D.,* 78, sanita- 
tion engineer responsible for the dis- 
covery of the famous “Typhoid 
Mary,” died in Southampton Hos- 
pital, New York, on June 18. Dr. 
Soper became a member of the Asso- 
ciation in 1895 and a Charter Fellow 
of the Engineering Section in 1922. 


CONFERENCES AND DATES 


American Association for the Advancement 
of Science. Centennial Meeting. Washing- 
ton, D. C. September 13-17. 

American Chemical Society. Three 
in Washington, D. C., St. Louis, Mo., and 
Portland, Ore. August 30-September 17. 

American Dental Association. Chicago, II. 
Week of September 12. 

American Dietetic Association. 
October 18-22. 

American Hospital Association. 50th Anni- 
versary Convention. Atlantic City, N. J. 
September 20-24. 

American Occupational Therapy Association. 
Hotel Pennsylvania, New York, N. Y. Sep- 
tember 7-11. 

American Public Health Association— 
76th Annual Meeting. Boston, Mass. 
November 8-12. 

American Public Welfare Association. South- 

Topeka, Kan. September 


Sessions 


Boston, Mass. 


western Region 
23-24 

American Public Works Association 
Mass. October 17-20 

American Society of Planning Officials 
York, N. Y. October 11-13 

American Water Works Association: 
Kentucky-Tennessee Section. Patton Hotel, 

Chattanooga, Tenn. August 23-25 

Michigan Section, Flint, Mich. September 


22-24 


Boston, 


New 
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Minnesota Section, Winnipeg, Man., Can 
September 1-2. 
New York Section, 
September 14-17. 
Rocky Mountain, Cheyenne, Wyo. 

tember 16-17 
West Virginia Section, Clarksburg, W. Va. 
September 29-30 

Civil Service Assembly of the United States 
and Canada. Ottawa, Canada. October 4-7 

Florida Public Health Association. Panama 
City, Fla. October 7-9. 

Indiana State Medical Association. 
apolis, Ind. September 26-29. 
International Congress on Mental 
London, England. August 11-21. 
National Association of Housing 
Seattle, Wash. October 13-16. 
National Pest Control Association. 
York Hotel, Toronto, Canada. 

18-20 

National Recreation Congress. Hotel Fonte- 
nelle. Omaha, Nebr. September 26—Oc- 
tober 1. 

National Technical Conference of the Il- 
luminating Engineering Society. Hotel Stat- 
ler, Boston, Mass. September 20-24. 

New York State Association of Milk Sani- 
tarians. Buffalo, N. Y. September 22-24. 
Ninth International Congress of Industrial 
Health. London, England. September 13-17 


New York, N. Y. 


Sep- 


Indian- 
Health. 
Officials. 


Royal 
October 
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North Dakota Public Health Association. 
Minot, N. D. October 28-29. 

Public Works Congress and Equipment Show 
of American Public Works Association, 
Boston, Mass. October 17-20. 


INTERESTING AND USEFUL MEDICAL 
STATISTICS—$6.50. Contains thousands of 
vital tables and statistics appearing in leading Med- 
ical Journals during the past 10 years—c i 
by William H. Kupper, M.D. All material erogs. 
indexed for easy reference. Invaluable for Public 
Health officials. Study for 10 days and if not 
satisfied your $6.50 refunded. 
WILLIAM C. BROWN COMPANY, 
Publishers, Dubuque, lowa 
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Harmless 
to Humans. Animals € Food 


BIOCERTA CORPORATION 


AVENUE -NEW YORK.16.N-Y 


Publications of the A.P. HA. 


An_ Appraisal Method for Measuring the Quality of 
Housing: A Yardstick for Health Officers, Housing 
Officials and Planners. Part I. Nature and Uses 
of the Method. 1945. 71 pp. $1.00. 

A.P.H.A.-Year Book 1947-1948. 112 pp. $1.00. 

Part II. Appraisal of Dwelling Conditions. Director’s 
ae ield Procedures; Office Procedure (1946). 
5 

Basic Principles of Healthful Housing. 2nd ed. rev. 
1946. Report of the Committee on the Hygiene of 
Housing. 34 pp. $.40. 

Control of Communicable Diseases, The. 6th ed., 1945. 
Size 4%" x 7%”. 149 pp. $.35. 

Diagnostic Procedures and A 4 Technics for the 
Laboratory Diagnosis and Control of the om- 
municable Diseases. 2nd ed., 1945. $4.00. 

Diagnostic Procedures for Virus and Rickettsial Dis- 
eases. 1948. 347 pp. $4.00. 

Health Practice Indices. A collection of charts show- 
ing the range of accomplishment in various fields 
of community health service. 1945. 87 pp. Free. 

Membership Directory. 1946. (Free to A.P.H.A. mem- 
bers). $5.00. 

Methods for Determining Lead Air and 
logical Materials. 1944. 41 pp. $.75. 

Occupation Lead Exposure and Lead 
1943. 67 pp. $.75 

Panum on Measles By P. L. Panum (translation 
orem the Danish). Delta Omega ed., 1940. 111 pp. 
2.50 


in in Bio- 


Poisoning 


Photographic Sediment Chart, 1947 ed., $1.50. 
Planning the Neighborhood. Committee on the Hygiene 
of Housing, 1948. 89 pp. $2.50. 


Rev. ed. 


Public Health in Midstream. Papers presented at 
the Special Sessions at Atlantic City. Sup 
to A.J.P.H., Jan. 1948. $1.00. 

Proceedings of the National Conference on Local 
Health Units. Supplement to A.J.P.H., Jan. 1947. 
160 pp. Covered, $1.00. 

Proceedings of the Princeton Conference on Local 
Health Units, September 1947. $.50. 

Shellfish and Shellfish Waters, Recommended Methods 
of Procedure for Bacteriological Examination of. 
1947. 12 pp. $.25. 

Spanish Summary of 8th edition (1941) of Standard 
Methods for the Examination of Dairy Products, 
1945. 52 pp. Free to Latin American countries. 
$.10 in the United States. 

Standard Methods for the Examination of Water and 
Sewage. 9th ed., 1946. 286 pp. 

Physical and chemical examination of water and 
sewage, microscopical examination of water and bac 
teriological examination of water. 

Survey Form for Milk Laboratories. Indicating Con- 
formity with Standard Methods for the Examination 
of Dairy Products (8th ed.). May, 1944. Single 
copies 10c; 50 copies $1.00; 100 copies $1.50; 1,000 
copies $10.00 

Swimming Pools 
Recommended 
Operation of. 

Vital Statistics 
Statistics Section. 


Public 
1948. 


Health: A Career with a Future. 


Public Bathing Places, 
Design, Equipment 


and Other 
Practice for 
1942. 56 pp. $.50. 

Directory. Compiled 
3d ed., 1945. $.75 
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Check above the publications desired and mail this advertisement to us, together with your remittance to cover 


(check, money order, or stamps). 


Members of the Association are entitled to 10% discount on the above. 


Order from the Book Service 


AMERICAN PUBLIC HEALTH ASSOCIATION 


1790 Broadway at 58th Street 


New York 19, N. 


When writing to Advertisers, say you saw it in the JouRNAL 
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